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STASIS AND HUMAN EFFICIENCY 


A BIBLIOGRAPHY AND SOME REMARKS 


By JOHN BRYANT, M. D., Boston 


Dr. Bryant’s Collective Review. “Stasis and Human Efficiency,” is intentionally somewhat abbreviated since the 
literature upon the subiect is so vast and of so varied a character that it is impossible to include it all in one review 
and at the same time give sufficient emphasis to each opinion to do it justice. Consequently it has been Dr. Bryant’s 
endeavor merely to outline in a most general manner the ground covered by the different theories, and to supply a 
bibliography of the best articles on the subject so that those sufficiently interested may turn to original sources for 


more detailed information.— [Eprror’s Norte.] 


TASIS and efficiency are closely related 
in inverse ratio, a fact which has been ap- 
preciated since very early times. 

One of the oldest treatises on medicine in 
existence, an Egyptian papyrus dating from the 
fourteenth century B. C., gives directions for the 
preparation of enemata, and they were in com- 
mon use among the ancient Egyptians: Herodo- 
tus, 443 B. C., wrote, “They clear themselves on 
three consecutive days in each month, seeking 
after health by emetics and enemata, for they 
think that all disease comes to man from his 
food.” The Egyptians ascribed the discovery 
of enemata to the ibis: “In this same Egypt,” 
says Pliny, A. b., 77, “the bird called the ibis 
has taught us something similar. He washes 
the inside of his body by introducing water with 
his beak into the channel by which our health 
demands that the residue of our food should 
leave.” Hippocrates, 460 B. C., considered that 
enemata were preferable to purgatives except 
in very strong patients, and recommended the 
use of cylindrical suppositories of honey, smeared 
with ox-gall, as a still milder form of treatment. 
In early times enemata were given from a bladder 
or skin fixed to a metal or bone tube; the enema 
syringe was invented in the fifteenth century. 


(Hertz.) Soranus of Ephesus mentioned the 
olive oil enema in 100 A. D., and Suetonius 
recorded the following edict of Claudius, “flatum 
crepitumque ventris in convivio emittere.” 

In 1632, Spigelius had obtained a ratio of 
intestinal length to body length which holds 
good to-day: “a corporis proportione, sexies 
longiora sint eo homine, cujus sunt intestina,” 
and since his time the clinicians of the ages have 
been very busy. Hooke, 1705, experimented 
with auscultation of the intestines, and Hen- 
sing, 1724, remarked upon the duodenal fossz. 
Morgagni, 1761, considered the question of 
ptosis, and the relation of an insufficient supply 
of food to constipation. In 1765, De Haen 
considered variation in the position of the in- 
ternal organs in relation to disease; Haller wrote 
on the relation of constipation to auto-intoxica- 
tion, and said’ that the result might be fever, 
hemorrhage, consumption, or insanity; Van 
Swieten discussed hydrotherapy, and Santorini 
modestly called one of the peritoneal folds about 
the appendix “ligamentum nostrum.” Cullen, 
1789, understood the relation of constipation to 
piles, and Chalmer, 1792, believed that there 
was a relation between diarrhoea, constipation, 
variations in the secretion of bile, and intestinal 
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atony. Powell, 1800, did not think that con- 
stipation depended upon the absence of bile. 
Monro, 1803, recognized duodenal distention, 
and wrote on the neighboring fosse. Hamilton, 
1805, noted a relation between constipation and 
chlorosis. Meckel, 1809, wrote upon the length 
of the intestine and other related matters. 
Chevalier, 1819, first recognized dyschezia as a 
type of constipation, advised the use of enemata, 
and said of purgatives, “The whole intestinal 
canal is teased and pained, for the defective 
action of that very part of it which is most 
remote from their influence.” Powell, 1820, de- 
scribed mucomembranous colitis, and Annesley, 
1828, believed that the weight of the faces in 
the cecum produced distention. Between this 
time and 1850, Duges and Billard, O’Beirne, 
Beaumont, Blandin, Schultz, Phoebus, Reid, Bell, 
Rokitansky, Roser, Hassing, and Kesteven con- 
tinued the work of investigation on these lines. 

In 1853, Virchow gave a wonderfully clear 
account of the whole matter of intestinal ad- 
hesions, and shortly afterward appeared in 1857, 
the article of Treitz, which put the question 
of peritoneal fossee on an equally clear footing. 
From these two papers may be said to date most 
of the modern work on these subjects, and it 
may also be said that nothing has since super- 
seded them in point of accuracy. Virchow, 
after giving due credit to his predecessors in this 
line of endeavor, several of whom _ believed 
adhesions due to developmental influences or to 
the more mysterious intra-uterine peritonitis, 
proceeded to systematize things. He divided 
adhesions into three classes: those of the upper ab- 
domen, the lower abdomen, and of the omentum 
and noted six localities in which they were frequent. 
Occasionally he saw a case, as at Wiirzburg, of a 
child only a week old in whom the transverse 
colon was adherent to the gall-bladder, and he 
could not doubt that it was of congenital origin; 
but as a rule, he was inclined to think that most 
of the adhesions he saw in adults were of low- 
grade infectious origin, due perhaps largely to 
long continued slight trauma of the intestinal 
wall from the impaction of feces. He con- 
sidered the clinical picture doubtful, and thought 
it probable that many cases either had no 
attention paid them, or were mistaken for gall- 
bladder cases. 

The point of view to-day differs from that of 
Virchow only in that more weight is being given 
to the developmental errors. Those who have 
had the largest experience with human em- 
bryology and the study of the foetus, are 
coming to believe that variations, excessive 
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or deficient, in peritoneal fusions have a far more 
important bearing on questions of invalidism in 
the infant, the child, and the adult than was 
formerly supposed. Among excessive fusions 
may be mentioned the kink of the terminal 
ileum, kinks at the hepatic and splenic flexures, at 
the sigmoid flexure, the band between the gall- 
bladder and the transverse colon, and the kink 
at the duodenojejunal juncture. These are the 
cases most open to discussion. When the whole 
small intestine and colon is free on a single 
mesentery, it is obvious that there has been a 
failure of normal fusion. Some of the other cases 
are certainly due to excessive fusion, and others 
are as obviously inflammatory, perhaps of Vir- 
chow’s type. In a third group belong those of a 
mechanical variety for which Lane is sponsor, 
and a fourth is certainly composed of a mixed 
type. Probably all types are represented, and 
surely they are not all of one type; it is, however, 
the belief of the author, based upon moderate 
personal investigation,' that eventually the ma- 
jority of the cases will fall into the class of exces- 
sive peritoneal fusions, or the mixed type. Rje- 
sanoff, in a recent profusely illustrated and very 
interesting article, goes so far as to say that all the 
adhesions found in the region of the cecum, gall- 
bladder, and splenic flexure are from the same 
developmental cause, and he groups them under 
the name of the ligamentum varioforme. He lays 
special stress upon a small and interesting struc- 
ture called the ligamentum felleocysticum-pylo- 
rocolicum, which is present to a varying degree 
in a large proportion of cases. In lesser forms it 
may do no harm, but when markedly developed 
may be the means, for example, of kinking the 
cystic duct by binding the gall-bladder firmly to 
the transverse colon. It has been noted by 
many other observers, among them Huschke, 
Luschke, Waldeyer, Jonnesco, Ancel and Sen- 
cert, Konjetzny, Flint, and Robinson. Robin- 
son used it in measuring the length of the 
ascending colon and noted that in an extreme 
case it was possible for a stone to perforate 
the gall-bladder, work down between the two 
surfaces of the ligament and perforate into 
the intestine without ever entering the perito- 
neal cavity. The ligament itself is of course 
merely the free edge of the lesser omentum drawn 
out upon the fundus of the gall-bladder, and as 
such is subject to the vagaries common to other 
peritoneal folds. 

There are certain points of election for trouble 
in the abdomen which will be found are almost 
all in connection with the normal peritoneal 


1Observations on 300 autopsies, to appear later. 
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folds, the folds themselves being influenced by the 
disposition of the blood-vessels. Robinson gives 
a list of 27 peritoneal folds which act as ligaments 
or supports. They occur particularly at the 
angulations of the intestine, as for instance 
about the cecum and the duodenum and the 
three flexures, and in these same regions occur 
the various fosse of which Treitz is, so to speak, 
the father. Most of the folds and fosse bear 
illustrious names as does almost every inch 
of the large intestine, but the very recital of 
these great names distracts attention from the 
gut itself. When anything happens to the 
intestine about the terminal ileum, or about the 
duodenal orifice, or about the sigmoid flexure, it 
is usually in the nature of a contraction which 
tends to decrease the caliber of the lumen. At 
the hepatic and splenic flexures, on the other 
hand, trouble usually comes in the form of bands 
which may produce increased angulation without 
necessary diminution of the lumen. The splenic 
flexure and the duodenojejunal juncture are of 
interest from a developmental point of view as 
being the two earliest points along the intestine 
to acquire a firm attachment in feetal life, by the 
left costocolic ligament and the ligament of 
Treitz respectively; consequently the intestine 
performs its further developmental gyrations 
from these two fixed points of departure. 

The gut itself is liable to very considerable 
variations in the length of the small or large 
intestine and in the thickness of its muscle 
layers, while the splenic flexure forms a natural 
division between the thin proximal and the 
thicker distal portions of the large intestine. 
Any segment of the gut may be completely lack- 
ing. Treves has pointed out that congenital 
stricture may occur at any natural angulation, 
especially the sigmoid flexure, and that obstruc- 
tion from a complete or partial septum is likely 
to occur in the vicinity of developmental di- 
verticuli, such as that of Meckel or about the 
ampulla of Vater. 

Franke has demonstrated the passage of the 
colon bacillus from the hepatic flexure through 
the lymphatics to the kidney and bladder, and 
Barger and Dale have obtained 8-iminazolethy- 
lamine from the intestinal mucous membrane. 

Eppinger and Hess have made good their 
claim for vagotony and have shown the pos- 
sibility of disturbance in any one of the three 
sets of nerves controlling the intestine, while 
Paltauf, Stiller, Bartel, and others have shown the 
seriousness of alterations in the ductless glands. 

The extent to which faulty diet can influence 
the bowels is well enough known, and Hertz has 


451 


emphasized the part played by faulty habits. 
To what extent one can regain control over one’s 
cerebrum is shown by the work of Vittoz. 

Dreike and others have shown that the tuber- 
cular individual has a distinctly shorter length of 
intestine than the normal, and from Werner and 
other comparative anatomists we learn that 
there are two body types. On one side are the 
carnivore with a narrow back, a long body form, 
and a short intestine; on the other side are the 
herbivore with a wide back, a short body form, 
and a long intestine. It seems that this holds 
good in man, but since he is omnivorous one 
may find both types or mixed types in any clinic. 
Harris has accurately recorded a constant dif- 
ference in body form present in what he calls the 
middle zone of the trunk, between normal 
individuals and those with visceral prolapse; 
this zone includes a region between the level of the 
lower end of the sternum and of the tip of the tenth 
rib. Dickinson and Truslow, Smith, Pohlman, 
Goldthwait, Reynolds and Lovett, and many 
others have drawn attention to the constant 
errors in posture of the chronic invalids under 
discussion. 

Heredity also plays its part. Albrecht, Fallon, 
Smith, and others have shown that the congenital 
defects responsible for certain cases of ap- 
pendicitis and other troubles have a tendency to 
occur in families. Consanguinity, alcoholism, 
and syphilis are understood factors, but the fact 
which Wood mentions, that in otherwise model 
parents a single impregnation of the ovum or 
sperm-cell by alcoholic indulgence at the time of 
conception may produce its effect upon the future 
child, has not been so long understood. 

It will be seen, from the foregoing cursory glance 
through the extensive literature on this general 
subject of stasis and efficiency, that many able 
workers have been engaged on different phases of 
the same problem. It is well that it should be so, 
for it is one of the most serious questions confront- 
ing the medical profession to-day. Increasing med- 
ical skill has resulted in prolonging the lives of 
large numbers of persons who would otherwise 
have yielded to the old law of the survival of the 
fittest. Consequently, unless something can be 
done, the race is on the down grade. But fortu- 
nately, the outlook is still bright; it lies in the 
direction of improvement of the children that 
they may be physically better parents—perhaps 
in the direction of surgical relief of adhesions be- 
fore there has been time for the establishment 
of more serious conditions, such as a dilated 
duodenum or an incompetent ileocecal valve 
which may cause troubles difficult to overcome. 
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The following excerpts from the literature will 
supply the conclusions: ‘The treatment of 
chronic bowel obstruction associated with auto- 
intoxication has lately been the subject of much 
discussion, and it has seemed to me that anything 
which will help us to elucidate the real facts in 
these admittedly difficult cases, and to discover 
the pathological causes which underlie the con- 
dition, cannot fail to be of value at the present 
time. I cannot agree with Lane in considering 
that all these cases possess a common pathology. 
It seems to me that there are a great number of 
causes for this condition.” (Mummery). 
‘*The problem is comprehensive enough to ac- 
cept all the assistance it can through gymnastics, 
bandages, regulation of diet and habits, and still 
furnish an abundant per cent of human wreckage 
(Lane) for the surgeon to attempt to reclaim.” 
(Schachner). 

The author was led to the study of the literature 
of stasis by his researches on the occurrence of 
ptoses, which have led him to results which he 
hopes will prove of practical surgical value. 
Others may not have appreciated the great 
amount of attention given by previous medical 
writers to the subject. He also acknowledges 
his indebtedness to Prof. C. S. Minot for his valu- 
able advice in proof revision. 
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less susceptible to the effects of CO. than when they 
are lightly under. He then briefly reviews the 
danger of acute chloroform poisoning with the 
liability of sudden death; more extended considera- 
tion is then given to delayed chloroform poisoning. 

He particularly emphasizes the fact that experi- 

mental work has shown that chloroform is even 

more likely to cause delayed poisoning in pregnant 
dogs and cats than in non-pregnant individuals. 

He believes the use of chloroform as an anesthetic 

should be discouraged. Wa ter M. Boortusy. 


Danis, R.: Sacral Anesthesia in Operations on the 
Perineum and True Pelvis (L’anesthésie trans- 
sacrée dans les opérations sur le périnée et le petit 
bassin). Cong. de l’Ass. franc. de chir., 1913, Oct. 

By Journal de Chirurgie. 
Danis emphasizes the fact that local anesthesia 
is becoming increasingly important in surgery 


SURGERY OF THE 


HEAD 


Depage: Uranoplasty by Transplantation of a Flap 
from the Upper Lip (Uranoplastie par transplan- 
tation d’un lambeau de la lévre supérieure). Ann. 
Soc. belge de chir., 1913, xxi, No. 6. 

By Journal de Chirurgie. 
A young woman of 18 had a classical compound 
unilateral harelip. She had been operated on in 
infancy but cicatrization had been defective, the 
labial notch was very pronounced, and the nostril 
was thickened and very much enlarged; a keloid 
had also formed in the scar and she had a pro- 
nounced “ wolf’s jaw.” 
Depage’s operation on the case was as follows: 

At the first operation the posterior part of the vault 

of the palate was successfully reconstructed; three 


every day, and describes a new method of producing 
it which consists in injecting novocaine into the 
sacral foramina. A large area is thus rendered 
anesthetic including the perineum, the external 
genital organs with the exception of the testicles, 
and the true pelvis and its contents with the ex- 
ception of the body of the uterus and the ad- 
nexa. 

The patient is placed in the abdominal position 
and a long slender needle is inserted at a point a 
finger’s breadth below the posterior inferior iliac 
spine and a finger’s breadth from the median line. 
This enters the third sacral foramen and a few cubic 
centimeters of a one and one-half per cent solution 
of novocaine-adrenalin are injected. This is re- 
peated a finger’s breadth lower in the fourth sacral 
foramen, and also on the opposite side in the case 
of bilateral operations. 

The author has used this method in operating for 
hemorrhoids, in a curettage, and in removing a 
cancerous rectum. He cites some operations per- 
formed by Lippens with it, especially one in which 
ke injected alcohol into the third and fourth sacral 
foramina in a case of stubborn coccygodynia. 
The results were good in all these operations. 

J. Dumont. 
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months later the anterior part was constructed with 
less success. Two months later the patient returned 
and an operation on the harelip was done, a triangu- 
lar flap from the lip being used to close the defect in 
the palate, the flap being left adherent to the 
mucous membrane at its upper angle. After the 
edges of the defect were freshened, the flap was 
drawn through the nasal fossa to the orifice in the 
palate and sutured to the freshened edges; the 
wound in the lip was then sutured with endodermal 
sutures. The reconstruction of the harelip was 
perfect: there was no notch; the scar, due to the 
endodermal sutures was barely visible; the nostril 
regained its normal shape, and on opening the 
mouth the palate was seen to be complete; at the 
anterior part, the flap could plainly be seen marked 
off from the rest of the vault. 
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Deloré and Santy: Bilateral Ankylosis of the 
Temporo-Maxillary Articulation, Successfully 
Treated by Double Resection of the Neck of the 
Condyle (Un cas d’ankylose bilatéral de l’articu- 
lation temporo-maxillaire traité avec succés par la 
résection double du col du condyle). Lyon méd., 
1913, No. 42. By Journal de Chirurgie. 

This ankylosis appeared in a woman of 27 follow- 

ing a serious post-abortion infection. Pain and 
other symptoms of inflammation had been absent 
for more than six months. The left jaw was anky- 
losed in a position of slight flexion. Deloré made 
an L-shaped incision, divided the neck of the condyle 
with a chisel and mallet, and resected a fragment 2 
cm. long, including not only the neck of the condyle 
but a portion of the lower border of the sigmoid 
notch, and finished by interposing a flap of masseter. 
The same operation was performed on the right, 
where an even firmer ankylosis was discovered. 
Three or 4 mm. were resected and catgut inter- 
posed. The dental arches were forcibly separated 
with a wooden wedge, which was replaced by two 
corks placed between the molars, holding them apart 
4 cm. On the sixth day the corks were removed 
for some hours, and some movement allowed; on 
the fifteenth day the patient could masticate without 
pain. The perfect result was due in great part no 
doubt to the integrity of the muscles, which were 
not yet retracted. R. LERICHE. 


Elsberg, C. A.: Some Immediate and Remote 
Results of Fractures of the Skull and Spine. 
Am. J. Surg., 1914, Xxvili, 38. 

By Surg., Gynec. & Obst. 

In injuries to the skull, Elsberg considers injury 
to the brain to be of chief importance. He is not 
inclined to agree with the surgeons who operate in 
every case, nor with those who claim that epilepsy 
more often follows in cases not operated upon. 

He considers it to be mainly a question of 
diagnosis. Conservative treatment has _ been 
practiced with good results in cases of fracture of 
the skull without displacement of fragments. 

About one-third of Elsberg’s cases have developed 
epilepsy after one or more years. In the majority 
of such cases very little is found at operation to 
account for the convulsive seizures, and unfortunate- 
ly only a few of the patients can be permanently 
relieved by interference, no matter what the surgeon 
does. 

The indications for operation should be based 
upon the diagnosis of the condition and whether 
there is an advancing or stationary lesion. In- 
creasing stupor, increasing changes in the fundi, and 
progression of the symptoms of weakness to paraly- 
sis and twitchings to convulsions indicate increasing 
intracranial pressure. Elsberg divides his cases of 
fracture of the skull into three classes: 

1. In cases which show evidences of fracture of 
the vertex with few or no brain symptoms it is 
better to wait. During the course of a few days 
after accident, symptoms of slow venous bleeding 


or cedema may develop; an exploratory puncture 
of the brain may then be done; with increasing 
symptoms, subtemporal decompression may be 
done. 

2. In cases where there is partial or complete 
loss of consciousness, weakness on one side of the 
face, paralysis of the upper limbs, etc., the opera- 
tion should be the removal of depressed fragments 
and extravasated blood. 

In cases of fracture of the base of the skull, a 
subtemporal decompression should be done as soon 
as signs of increased intracranial pressure appear. 

For fractures of the spine where there is evidence 
of complete transverse lesion of the cord, Elsberg 
advises a ‘‘let alone” policy, but in incomplete 
transverse lesions where there is evidence of pressure 
on the cord by dislocated or fractured bones, opera- 
tion should be performed at once. IstmorE Coun. 


Landon, L. H.: Hemostasis in Cranial Surgery. 
Surg., Gynec. & Obst., 1914, xviii, 95. 
By Surg., Gynec. & Obst. 

Due to the free blood-supply of the scalp and the 
complicated venous return, control of hemorrhage 
is very difficult. The author advises, for superficial 
hemorrhage, in operations for exposure of the 
gasserian ganglion: sub-temporal decompression; 
the MacArthur-Frazier route to the pituitary and 
others that the semi-sitting posture is a definitely 
controlling factor and a convenience; in the 
posterior fossa operations, a specially constructed 
table which will allow elevation of the head without 
displacement of the field of operation. In case of 
rapidly falling blood-pressure, return of the patient 
to the horizontal position is indicated. The intra- 
tracheal and intrapharyngeal insufflation methods 
of anesthesia also facilitate the nicety and uniform- 
ity with which the patient is kept under ether. 

The encircling tourniquet is the best method of 
controlling scalp hemorrhage where it is applicable. 
Landon calls attention particularly to his specially 
devised metal tourniquet, consisting of a thin 
flexible spring-steel encircling band, 14 mm. wide, 
with the thickness of the ordinary steel-tape meas- 
ure. It is broken fore and aft; posteriorly there is a 
sliding joint controlled by a spring. The friction 
between the band and the gauze covering the head 
prevents slipping of the tourniquet and hence 
strain on the spring during safe constriction, its 
action being that of a safety valve. Anteriorly, 
there is a self-locking lever ratchet by which the 
band is tightened; laterally, there are two sliding 
adjustable auxiliary springs for pressure over the 
temporal fossz. 

In applying the tourniquet, the head is covered 
with three or four layers of sterile gauze. The 
instrument, being of metal, may be sterilized, is 
indestructible, and may be readjusted, tightened, 
or loosened to any desired pressure or removed at 
any time during the operation. 

In large cortical cerebral tumors with greatly 
exaggerated communication between the intracranial 
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veins and those of the scalp, the use of a tourniquet 
may only serve to increase the hemorrhage. Here, 
grasping the edges of the scalp wound with Allis’s 
hemostats, or other scalp clamps, is preferable. 
Ligation of one or even both carotid arteries may be 
considered, using metal clamps which are later re- 
moved. 

In suboccipital craniectomies, the deep back 
stitch running suture circumventing the wound is a 
great advantage. This is carried down to the bone, 
each stitch overlapping the preceding and runs 
from one mastoid process to the other. Bleeding 
from the diploé is largely controlled by using the 
Cryer spiral osteotome for cutting the flap—control 
is due to the friction and the bone dust. 

To control hemorrhage from the bone, Horsley’s 
wax is used. Points of bleeding in the dura are 
frequently stopped by the application of cotton, 
wrung out of boiling saline solution, or by the ap- 
plication of bits of muscle tissue. Lastly, the pial 
vessels are ligated by using silk in fine curved nee- 
dles if, at the close of the operation, haemorrhage is 
persistent; drainage is always employed, either 
rubber tissue or gauze soaked in sterile liquid 
petrolatum to prevent adhesion. All drains should 
be taken out in eighteen hours after operation. 
Patients are placed in the sitting posture as soon 
as they are out of the anesthetic. 

FRANK RECKORD. 


Marie, M. P.: Trephining the Healthy Hemisphere 
for Decompression, in Some Cases of Cerebral 
Heemorrhage (De la trépanation décompressive de 
Vhémisphere sain dans certains cas d’hémorrhagie 
cérébrale). Bull. de l’acad. de méd., 1913, 1xx, 405. 

By Journal de Chirurgie. 

In cerebral hemorrhage the sudden irruption of 
blood produces the apoplectic attack, which is a 
transitory phenomenon; the compression of the 
brain produces coma, which is a persistent one. If 
coma is profound and persistent in ordinary cerebral 
hemorrhage, it shows that the normal hemisphere 
is compressed also. This necessitates trephining 
for decompression. It would be dangerous, how- 
ever, to perform this trephining on the side where the 
hemorrhage is taking place as there would be danger 
of increasing the hemorrhage, and of its tearing 
the convolutions of the cortex, which would no 
longer be supported by the bones of the cranium, 
and blood would escape into the arachnoid and 
meningeal spaces; therefore, the trephine should be 
done on the normal side. 

Trephining is not indicated in all cases of cerebral 
hemorrhage. The patients in whom it is done should 
not be too old; decided albuminuria is a contra- 
indication. It is preferable to operate before the 
temperature rises. If the coma is complete within 
a few hours it is to be feared that the quantity of 
blood is so large or that it has extended so far toward 
the base of the brain that a decompression operation 
would be inadequate. A decompression trephine 
not involving the dura mater is neither difficult 
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nor dangerous. It has been done four times with- 
out any accidents, but it should be done in time. 
M. CHIFOLIAv. 


Thomas, W. S.: Experimental Hydrocephalus. 
J. Exp. Med., 1914, xix, 106. 
By Surg., Gynec. & Obst. 
Thomas produced internal hydrocephalus by 
injecting aleuronat, an insoluble, granular sub- 
stance, into the ventricles. He found that this 
produced first an acute, and later a chronic in- 
flammation. With chronic inflammation, obstruc- 
tion occurs, followed by a slow dilatation, which 
reaches its maximum in about two months. 
Obstruction causing internal hydrocephalus may 
occur at the foramen of Monro, in the aqueduct 
of Sylvius, or, probably with greater frequency, at 
the foramen of Magendie. James F. Cuurcuie. 
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Ossokin, N. E.: Innervation of the Thyroid (Zur 
Innervation der Schilddriise). Newrol. Westnik., 
1913, Xx, 673. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

This is an experimental investigation of the 
vasomotor and secretory innervation of the thyroid. 
In regard to the vasomotor innervation the author 
comes to the conclusion that the stimulation of the 
superior laryngeal as well as the inferior laryngeal 
causes changes in the circulation of the blood in the 
thyroid. Both nerves have vasodilator and vaso- 
constrictor fibers, but their distribution is different 
in different cases; generally they are antagonistic 
from the fact that fibers of one sort predominate 
in one and of the other sort in the other. 

In the investigation of the secretory fibers of the 
laryngeal the author agrees with Ascher and Flach 
that the existence of such fibers is proven from the 
fact that its stimulation has the same effect as 
thyroid secretion in increasing the irritability of the 
depressor nerve and the effect of adrenalin. He 
accepts the dependence of the secretory activity 
of the thyroid on the laryngeal nerve and concludes 
from that that a simultaneous stimulation of the 
vagus and laryngeal must exercise more of an in- 
hibitory effect on the heart than the stimulation of 
the vagus alone. This was confirmed by the ex- 
periments. 

The author concludes that: (1) The vasomotor 
fibers for the thyroid lie chiefly in the laryngeal, 
but also to some extent in the superior and inferior 
pharyngeal; (2) the existence of vasoconstrictors 
in the thyroid is shown by the effect of adrenalin; 
(3) on stimulation of the laryngeal nerve there is 
an increase in the irritability of the vagus and a de- 
crease in that of the accelerator nerves. Since the 
same thing takes place in the introduction of thyroid 
extract into the circulation, it shows that the 
laryngeal has the action of a secretory nerve. 

BRESOWSKY. 
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Wilson, L. B.: Relation of the Pathology and 
Clinical Symptoms of Simple and Exophthal- 
mic Goiter. J. Am. M. Ass., 1914, Ixii, 111. 

By Surg., Gynec. & Obst. 

Wilson reviews the pathology, both gross and 
microscopic, in fixed tissues of all the thyroid glands 
in the laboratories of the Mayo Clinic removed 
from patients on the ‘“‘exophthalmic goiter’ list to 
January 1, 1912 —a total of 1,208 exophthalmic 
thyroids — and of all the thyroids removed from 
patients on the clinical “simple goiter” list to June 
I, 1913 —-a total of 2,356 simple goiters — or, in all, 
specimens from 3,564 patients. The results of his 
observations are as follows: 

1. Practically all cases of clinically true exoph- 
thalmic goiter show marked primary hypertrophy 
and hyperplasia of the parenchyma of the thyroid 
gland. Furthermore, the clinical stage of develop- 
ment of the disease is paralleled by the stage of 
development of the pathological condition in suffi- 
ciently marked degree that the clinical condition 
may be estimated from the pathological examination, 
with about 80 per cent of accuracy. The degree of 
severity of the clinical condition is similarly paral- 
leled by the pathological condition of the gland. 
The relationship between hypertrophy and hyper- 
plasia of the thyroid gland and the clinical symptoms 
of true exophthalmic goiter is remarkably constant. 

2. While mild degrees of hypertrophy and hyper- 
plasia, within physiological limits, may be present 
in the thyroid gland, particularly in the young 
and during pregnancy, yet the absence of this con- 
dition in the thyroids of adults coming to operation 
for toxic non-exophthalmic and non-toxic goiters 
is most striking. 

3. Eleven per cent of all the thyroids on the 
“simple goiter” list showed as their principal] 
pathological change a secondary regeneration of 
atrophic parenchyma. 

4. All the thyroids which showed secondary 
regeneration were from patients whose clinical 
symptoms were markedly toxic non-exophthalmic. 

5. Forty-five per cent of the thyroids from 
patients on the “simple goiter” list were composed 
principally of encapsulated adenomas. More than 
half of these were distinctly of the so-called foetal 
adenomatic type. 

6. Less than o.5 per cent of the thyroids from 
patients on the ‘‘exophthalmic goiter” list, but 
more than 44 per cent of the thyroids from patients 
on the ‘“‘simple goiter’ list, consist principally of 
groups of dilated acini filled with thick, densely 
staining colloid material and lined with atrophic 
parenchyma. 


Sanford, A. H., and Blackford, J. M.: A Com- 
parative Study of the Effects on Blood-Pressure 
of the Extracts and Serums of Exophthalmic 
Goiter and of Other Substances. J. Am. M. 
Ass., 1914, Ixii, 117. By Surg., Gynec. & Obst. 

The authors used fresh extracts of hyperplastic 
thyroids, made so that 1 ccm. represented 1 gm. of 
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fresh gland. These extracts were injected intra- 
venously into dogs and the effect on the blood-pres- 
sure noted. Various other substances were used as 
controls: Witte’s peptone — 10 per cent solution — 
extracts of normal thyroid, sarcoma, hypertrophied 
prostate, brain, and the serum of goiter patients. 
A marked fall in blood-pressure is produced by hy- 
perplastic thyroid extract, followed by tolerance 
to subsequent injections. Similar results are ob- 
tained with sera from patients suffering with acute 
exophthalmic goiters. A crossed tolerance exists 
between extracts of exophthalmic goiter, and sera; 
control substances causing drops in blood-pressure 
do not preduce tolerance to goiter substances. The 
conclusions are that there is a powerful depressor 
substance in saline extracts of exophthalmic goiters, 
and apparently the same substance is present in the 
blood of individuals suffering acutely from the dis- 
ease. 


Marine, D.: Further Observations and Experi- 
ments on Goiter, So-Called Thyroid Carcinoma, 
in Brook Trout; Its Prevention and Cure. J. 
Exp. Med., 1914, xix, 70. By Surg., Gynec. & Obst. 
After investigating goitrous trout in a private 
hatchery, Marine finds that feeding the artificial 
and incomplete dirt of liver is the principal etiologi- 
cal factor in bringing about this fault of nutrition, 
which is at once corrected by feeding whole sea fish. 
Water plays no essential part in the etiology, trans- 
mission, or distribution of the disease, in the 
hatchery investigated. He concludes that goiter in 
fish is a non-infectious, non-contagious manifesta- 
tion of a fault of nutrition, the exact biochemical 
nature of which has not been determined. 
James F. CHURCHILL. 


Marine, D.: Observations on Tetany in Dogs. 
J.Exp. Med., 1914, xix, 89. By Surg., Gynec. & Obst. 


Marine states that accessory parathyroid tissue 
is present in 5 to 6 per cent of dogs. The easiest 
method of determining this in a dog is by giving 
calcium salts daily for two or three weeks after doing 
an apparently complete parathyroidectomy. In 
the absence of all parathyroid tissue the animal will 
die of tetany, while if there remains some active 
parathyroid tissue the calcium salts will save the 
animal’s life. 

Many factors, other than the amount of para- 
thyroid removed, influence the onset of tetany, 
among which are age, pregnancy, lactation, rachitis, 
the administration of sulphur, and diet. The re- 
moval of the parathyroid lowers sugar tolerance, 
but rarely to the degree of constant glycosuria. 
The feeding of fresh or dried parathyroid tissue was 
found to have no effect on the parathyroid tetanies 
of dogs. On the other hand, calcium salts were found 
to have a striking palliative effect, and a prevent- 
ive action in tiding over otherwise fatal cases. They 
are not, however, curative in any sense, and the 
mode of their action is not known. 

James F. CHURCHILL. 
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Judd, E. S.: Chronic Cystic Mastitis. J. Mich. 
St. M.Soc., 1914, xiii, 11. By Surg., Gynec. & Obst. 


The pathological pictures of chronic cystic 
mastitis vary so greatly as to lead to the belief 
that many of these pictures are different stages of 
one and the same process. Various observers be- 
lieve that chronic cystic mastitis is a precancerous 
stage and that the type undergoes malignant de- 
generation. 

Chronic cystic mastitis is, in itself, a benign con- 
dition and, except for its evident relationship to 
cancer and to relieve pain, would not require 
treatment. The unsatisfactory results obtained in 
operating for well defined cancer would indicate 
that progress in the surgical treatment of this 
disease will be made by operating in the precancerous 
stage. 

In a series of 218 cases of chronic cystic mastitis 
operated on in the Mayo Clinic up to January 1, 
1913, there were 207 females and 11 males. In all 
of the males, the condition occurred between the 
ages of 20 and 30. In the females, 19 occurred 
between 20 and 30 years, 63 between 30 and 4o 
years, 96 between 40 and 50 years, 27 between 50 
and 60 years, and one between 60 and 70 years; the 
age of one was not mentioned. It will be seen that 
a large percentage of these cases occurred in patients 
between the ages of 40 and 50, i. e., the period spoken 
of as the ‘“‘cancer age.” 

In conclusion, the author states: ‘‘(1) I believe 
chronic cystic mastitis has a definite relationship 
to cancer of the breast and in many instances may 
be considered a precancerous condition. (2) In 
cases suspicious as to malignancy, a radical opera- 
tion for cancer should be performed. (3) In cases 
of chronic cystic mastitis that can neither clinically 
nor pathologically be diagnosed as to malignancy, 
the conservative amputation with removal of the 
gland-bearing fascia is the operation of choice.” 


Von Haberer: Removal of the Thymus, and Its 
Results (Thymusreduktion und ihre Resultate). 
Wien. med. Wehnschr., 1913, Ixiii, 2833. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In 295 cases of operation for goiter the thymus was 
removed nine times; in five cases all women, because 
the goiter alone did not explain the great difficulty 
in breathing and therefore a status thymicus was 
suspected. There was dullness over the manubri- 
um of the sternum; in 2 cases a shadow on the 
roéntgen picture, in 2 cases dilatation of the heart 
and very rapid, small pulse, and in 3 cases consider- 
able delay in the coagulation time of the blood. 

The post-operative course was uneventful and the 

results thus far satisfactory, as the symptoms have 

disappeared, and also the changes in the heart. 
Four other cases of thymectomy were performed 





for very pronounced cases of Basedow’s disease, 
and in 3 of the cases a part of the goiter was re- 
moved at the same time. The post-operative course 
in these cases was as simple as after ordinary stru- 
mectomy ,without even any temporary signs of heart 
delirium. The frequency of the pulse decreased 
almost immediately and all the rest of the symp- 
toms as well. The most noteworthy case, however, 
is that of a man reported at the surgical congress 
this year. He had had two unsuccessful operations 
on the thyroid and was in an almost dying condition 
from insufficiency of the heart. A very small 
thymus was removed, with almost immediate 
results; now after ten months he can climb moun- 
tains 2,500 meters high. Microscopical examina- 
tion in all 9 cases showed a persistent hyperplastic 
thymus. TOLKEN. 


M’Neil, C.: The Association of Acutely Fatal IIl- 
ness in Infants and Children, with Abnormal 
Constitution: Status Lymphaticus. Edinb. M. 
J.; 3614, Xi, 25. By Surg., Gynec. & Obst. 

This author discusses from several points of view 
those mysterious cases of sudden death termed 
usually status lymphaticus. The clinical features 
are instantaneous or almost instantaneous death 
of an individual in robust health in whom ajfter 
death careful search fails to reveal evidences of 
disease. These cases fall into several groups: 
(1) Infants found dead in bed overnight; (2) older 
children succumbing during or shortly after anes- 
thesia; (3) young adults dying suddenly during 
bathing. This paper concerns itself with the first 
group and with a series of cases allied to them. 

The explanations of these deaths are made 
essentially under two headings: (1) The mechanical 
theory of pressure by an enlarged thymus on adja- 
cent vital structures; (2) the non-mechanical theory 
of an altered constitution of the body. The first is 
the older theory and, though relegated to the back- 
ground by Friedleben, has had more recent advo- 
cates. The second theory is due to Paltauf, who 
believed that the enlargement of the thymus and 
lymphatic tissue throughout the body, changes in 
the heart, and narrowing of the aorta to be the pre- 
disposing factors, actual death being due to sudden 
heart-failure. 

Of the clinical characteristics, the age incidence 
is of importance. In rot cases collected by Ssokolow 
70 per cent were below one year. Sex makes no 
difference except in older children and young adults 
where males predominate. The general appearance 
of the patients is often of excellent development. 
Sometimes a pasty skin, thick panniculus, enlarge- 
ment of superficial lymph-nodes, and rickety changes 
are seen. 

Among the pathological features an enlarged 
thymus is important, although the actual size in 
any partiuclar case has ceased to be of importance 
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with the decline of the pressure theory. Micro- 
scopically, hyperplasia is present in both cortex or 
medulla, or in one alone. Hassal’s corpuscles are 
usually enlarged and show some kind of degenera- 
tion. The weight of the thymus in health is of 
prime importance. According to Dudgeon it weighs 
7 to 10 gms. up to 2 years, then stationary, and 
diminishing after puberty. Hammar gives figures 
as high as 37.5 gms. The lymphoid tissue shows 
overgrowth in areas where it is usually invisible to 
the eye, as in cesophagus, stomach, duodenum, 
jejunum, the greater part of the colon, and especially 
at the base of the tongue. Prominence of Peyer’s 
patches, solitary follicles in the ileum and follicles 
of the spleen are notable marks of the condition. 
Microscopically the lymphoid tissue shows simple 
hyperplasia. In older children the fibrous stroma is 
thickened. The medulla of the adrenals, according 
to Wiesel, shows almost complete absence of chro- 
maffin staining with bichromate salts. This supra- 
renal hypoplasia is now a part of the pathology of 
status lymphaticus and Wiesel believes the sudden 
death to be an adrenal death. In the thyroid a 
chronic hyperplasia seems to be established. In 
the genital organs various degeneration changes 
have been noted. Other changes found are narrow- 
ing of the aorta or its branches, hypoplasia of the 
heart, horseshoe kidney, double ureters, over average 
length of skeleton, free mesocolon, etc. Bartel, who 
insists upon the significance of these widespread 
changes, has taught the doctrine that stutus lym- 
phaticus is only a part of a pathological condition 
which he calls status hypoplasticus. 

The new cases portrayed in this paper deal with 
two groups: (1) 13 infants found dead in bed; (2) 
a group of older boys aged 10 to 16 years dying after 
very short illness, whose pathology resembled that 
of the first group. 

Those of the first group were from 25 days to 4 
months old and all were well nourished. Eleven 
were found dead in bed, one died suddenly after a 
fit of coughing, and the other died two hours after 
cyanosis appeared and dyspnoea began. 

At post-mortem examination 4 thymuses were 
weighed: 3 weighed 20 gms. and one 51 gms.; others 
were noted as enlarged. In only a minority was 
enlargement of the lymph-tissues noted. These 
cases are not strictly cases of status lymphaticus, but 
“status thymicus”’ could be applied to them. The 
lungs nearly always showed congestion, often sub- 
pleural hemorrhages. In 8 cases, examined micro- 
scopically, all showed intense congestion of the 
capillaries, catarrh of the epithelium, exudation of 
fluid and cells into the alveoli, etc., in fact signs of 
bronchopneumonia. In 127 cases of sudden death 
in children, Paltauf found capillary bronchitis, but 
ruled out all these from the category of lymphatic 
constitution. It is reasonable to assume in these 
cases called fulminant bronchopneumonia that 
an abnormal constitution of which status lymphaticus 
is a part is a contributory factor in the sudden death. 

In certain industrial schools in Great Britain cases 


of illness occurred divisible in 3 groups of pneu- 
monias: (1) rapidly fatal cases; (2) irregular, non- 
fatal, lobular in type; (3) latent or abortive pneu- 
monias. In the fatal cases it was established that 
pneumonia was present, that it was pneumococcal, 
and that the classical marks of status lymphaticus 
were present. This led to the conclusion that these 
fulminant pneumonias owed their fatal character 
to this morbid constitution and that the irregular 
features of the non-fatal cases were due to the same 
diathesis. 

The clinical features of the two groups are similar. 
In the infants found dead in bed the illness began 
during sleep. Among the older children out of 22 
fatal cases 2 deaths occurred in sleep; of the other 
20, 11 died in 24 hours, and 9 within 48 hours. 
Moreover, the early character of the illness was often 
trivial and assumed grave features only an hour or 
two before death. Also the majority of the boys 
dying with fulminant pneumonias became ill during 
the night or early morning. In both groups the 
pathological features of congestion of the lungs and 
bronchopneumonia and presence of status lymphati- 
cus parallel each other. 

Examination of the thyroid in the cases of ful- 
minant bronchopneumonia showed a marked hyper- 
plasia in all specimens examined. In 12 of the 13 
cases of infants the thyroid showed evidences of 
unquestioned marked hyperplasia. The thickening 
of the fibrous stroma is very considerable, and this 
point seems to establish the fact that the abnormal 
condition of the gland had existed for some time 
before death, and this lends support to the theory of 
some morbid constitution. 

Other infections, as scarlet fever and diphtheria, 
have been described as fulminant, patients dying 
within a short time. Dant examined 11 such cases 
of diphtheria, all showing pronounced status lym- 
phaticus. In one case of scarlet fever the thymus was 
found enlarged and the thyroid, examined by 
McNeil, showed marked hyperplasia, and especially 
the thickening of the fibrous stroma. These facts 
seem to harmonize with the evidence found in the 
cases of fulminant pneumonias in institutions. 

W. H. Buua_ic. 


TRACHEA AND LUNGS 


Crane, A. W.: X-Ray Examination of the Lungs. 
J. Mich. St. M. Soc., 1914, xiii, 20. 
By Surg., Gynec. & Obst. 
According to the author’s conclusion, the 
fluoroscope is superior to a single plate, but a 
stereoscopic pair give diagnostic vision superior to 
any other method. Familiarity with the fluoro- 
scopical appearance of the lungs in health is neces- 
sary. The room must be absolutely dark and, if 
it is daytime, the physician should first rest his 
eyes in darkness; even fifteen minutes may be 
insufficient for the best results. 
The ultimate factors of a fluoroscopical examina- 
tion are increased or decreased transparency and 
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motion. The end result of réntgenography agrees 
with the end-result of the physical examination if 
the phenomena are correctly interpreted. The same 
factors which determine X-ray shadows determine 
the character of the percussion note. The field of 
auscultation is larger in some directions than that 
of the X-ray. Affections of the bronchial tubes, 
denoted by rales and inflammations of the pleura 
denoted by friction sounds, are beyond the province 
of X-rays, but the margin of possible error is wider 
for the stethoscope and when the signs are correctly 
elicited and interpreted the results of auscultation 
must agree with those of réntgenography. R6nt- 
genography is in itself inspection; therefore it is a 
part of the physical examination and not a method 
to supplant it. 

The author’s methods of interpretation are sum- 
marized in the following tables: 


LUNG AND PLEURAL SAC 
Increased transparency. 

1. General: (1) Pneumothorax; (2) Emphysema; 
(3) Compensatory emphysema. 

2. Local: (1) Empty cavity; (2) Pneumothorax; 
(3) Bronchiectasis. 

Decreased Transparency. 

1. General: (a) Light shadow: (1) Generalized 
pleurisy; (2) Congestion of lung. (b) Dark 
shadow: (1) (Edema; (2) Cirrhosis.  (c) 
Black shadow: (1) Effusion to apex; (2) 
Total consolidation. 

2. Local: (a) Light shadow: (1) Infiltration; 
(2) Thickened pleura; (3) Atalectasis. (0) 
Dark shadow: (1) Partial consolidation; (2) 
Small filled cavities; (3) Pleuritic exudates; 
(4) Small tumors; (5) Infarcts. (c) Black 
shadow: (1) Consolidation; (2) Pleuritic 
effusion; (3) Gangrene; (4) Large filled ab- 
scesses; (5) Large tumors; (6) Large hydatid 
cysts. . 

Motion. 

1. General: Changes in density during respira- 
tion. 

2. Local: Changes in form: (1) Of half-filled 
cavities; (2) Line of thickened pleura; (3) 
Effusions. 

Diaphragm. 

Visibility: 1. Increased. (a) Inspiration, (6) 
Emphysema, (c) Pneumothorax. 

2. Decreased. (a) Expiration; (b) Gfdema; (c) 
Congestion of lower lobe; (d) Consolidation of 
lower lobe; (e) Thickened pleura at base; (/) 
Pleuritic effusion or exudate; (g) Empyema. 

Position. 

1. Low. (a) Emphysema; (0) Asthma. 

2. High. (a) Cirrhosis; (6) Tuberculosis; (c) 
Abscess of liver. 

3. Difference of the two sides. 

Form. 


1. Arched. (a) When high (see above); (0) 


Abscess of liver. 
2. Flat. 


(a) When low (see above). 
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3. Irregular. (a) Diaphragmatic hernia; (6) 
Hepatic abscess beneath diaphragm. 

4. Difference between the two sides. 

Motion. 

1. Ordinary _ respiration. 
Restricted. (a) 
2. Exaggerated. 
ma. 

2. Forced Respiration. (a) General range same 
as ordinary respiration. (b) Upper half. 
1. Restricted: (a) Emphysema; (6) Asthma; 
(c) Pleurisy. 2. Exaggerated: (a) Compen- 
satory emphysema. (c) Lower half. 1. 
Restricted: (a) Tuberculosis; (6) Pleurisy. 
2. Exaggerated: (a) Compensatory emphyse- 
ma. Davip R. Bowen. 


General range. I. 
Tuberculosis; (b) Pleurisy. 
(a) Compenstaory emphyse- 


HEART AND VASCULAR SYSTEM 


Leporski, M. J.: Influence on the Heart’s Action, 
of Mechanical Injury of the Surface of the 
Heart (Uber die Beeinflussung der Herztitigkeit 
durch mechanische Verletzung der Oberfliiche des 
Herzens). Russk. Vrach, St. Petersb., 1913, xii, 
1428. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author had a case in which the patient had 
fallen and stuck a needle in the breast, at the edge 
of the sternum between the third and fourth ribs. 
The needle showed pendulum movements synchro- 
nous with the pulse. While the needle remained 
there was no heart disturbance, but as soon 
as it was removed the patient lost consciousness, 
the ‘pulse disappeared, the respirations stopped, 
there was marked cyanosis and convulsive attacks 
which continued twenty minutes and then the 
heart resumed its normal action. These attacks 
were repeated several times but the patient finally 
recovered. 

The author instituted a series of experiments to 
determine the influence of superficial injuries of the 
heart on its action. He found in the literature many 
cases reported of severe injury to the heart without 
any disturbance in its action, and other cases in 
which the heart stopped on only slight injury. His 
experiments were performed on four dogs and one 
cat, which were anesthetized with morphine and 
ether, cannulas inserted into the jugular and carotid 
and connected with a Ludwig kymograph.  Arti- 
ficial respiration was performed and the heart laid 
bare. In two cases the pericardium was not opened, 
in the other cases it was, and the heart’s surface was 
lightly scratched with a needle. In three cases there 
was immediately a marked fall in blood-pressure and 
cessation of the heart’s action, in two cases the in- 
jury had to be repeated several times before the 
heart’s action stopped. The injury was in all cases 
as superficial as possible; and in only one case was 
it unsuccessful, there being a slight defect of the 
heart muscle. 

There was no bleeding of sufficient extent to de- 
mand consideration in the results, so the author 
does not think the effect can be regarded as the result 
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of shock. There was fluttering in the ventricle 
immediately after the injury, followed by cessation 
of heart action, while the auricles continued to act 
normally for some time. Since it seems impossible 
from the nature of the irritation that the effect 
could be due to injury of the heart muscle, the au- 
thor’s conclusion that it must have been due to 
damage of the nervous elements is in agreement 
with the conclusions of other authors. Also in 
agreement with others he concludes that certain 
areas of the heart’s surface are especially sensitive 
to injury; e. g., (1) the anterior surface of the left 
ventricle in the region of the longitudinal sulcus, 
and (2) the region below the auriculoventricular 
sulcus on the posterior surface of the left ventricle. 
Von Hotst. 


Potherat: Treatment of Wounds of the Heart 
(Sur le traitement des plaies du coeur). Bull. et 
mém. Soc. de chir. de Par., 1913, XXxix, 1366. 

By Journa! de Chirurgie. 

Potherat described a case of penetration of the 
anterior surface of the left ventricle by a revolver 
bullet. There was no orifice of exit and the bullet 
could not be found. The wound was sutured with 
catgut and the pericardium drained. The patient 
died the thirteenth day of purulent pericarditis. The 
author raised the question whether the pericarditis 
was to be attributed to the drainage or to infection 
produced by the projectile itself or by bits of clothing 
carried in with it. 

LENORMANT believes that wounds of the heart 
are more serious than statistics would lead us to 
believe, because there are no physical or functional 
signs that enable them to be diagnosed at once. The 
subjective signs have no value for they may be slight 
in very serious wounds and vice versa. The objective 
signs have more value; that of hamopericardium, 
for instance, which shows that the heart is being 
compressed by blood; but this may not be present 
if there is a sufficient opening into the pleura to 
allow the blood to flow there. The best guide is 
the progressive increase in the general symptoms, 
especially circulatory disturbances. In doubtful 
cases exploratory operation is necessary; this con- 
sists in simply following the course of the projectile, 
enlarging it so that a sufficient opening is obtained 
to treat the lesions. In thoracotomy Lenormant 
recommends that the operation be limited to re- 
secting the fifth cartilage and rib to a length of 6 
or 8 cm., sectioning the fourth cartilage at its sternal 
end, and breaking the rib by bending it backward. 
This gives an opening sufficiently large for suturing 
the heart wound and makes it easier to spare the 
pleura, the opening of which is useless, to say the 
least. 

In cases where there is no orifice of exit the bul- 
let may be in the heart cavity or imbedded in the 
posterior wall. But there is another possibility: 
it may strike the heart at a tangent and, especially 
in the region of the apex, open up a path through 
the wall that closes again, leaving no opening. 
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SoUuLIGOUx confirmed this last statement by the 
description of a case of his own. 

RoOBINEAU described a case of stab wound of the 
left ventricle which was sutured without drainage 
of the pericardium or pleura. The patient recovered 
with no complications except an aseptic pleural 
effusion which was relieved by two punctures. The 
diagnosis was made from the signs of extreme anex- 
mia without external hemorrhage or signs of serious 
internal hemorrhage, and from the great increase in 
the extent of the cardiac dullness. 

SAVARIAUD believes, from a case of his, that death- 
ly paleness with the absence of any considerable 
internal or external hemorrhage is a good sign of 
compression of the heart. J. Dumont. 


PHARYNX AND ASOPHAGUS 


Lambert, A. V. S.: Treatment of Diffuse Dilata- 
tion of the @sophagus by Operation; Descrip- 
tion of a Hitherto Unpublished Method; Report 
of a Case. Surg., Gynec. & Obst., 1914, xviii, 1. 

By Surg., Gynec. & Obst. 

Lambert divides diffuse dilatation of the cesoph- 
agus into three groups, depending on the shape of 
the ectasia: (1) fusiform, (2) pear-shaped, (3) 
“wm ”’-shape. 

In the first two varieties Lambert states that the 
opening into the stomach is the most dependent 
portion and that these cases may be cured by 
simple dilatation of the cardia, while in the third 
variety there is a reservoir or dead space lying to the 
right of the cardiac opening and on a lower level. 
It is in this last variety that some operative proce- 
dure is necessary for a cure. 

The author reports a case of the “ »’”’-shaped 
dilatation and describes an operation for its relief. 
This consists in drawing the dilated lower portion 
of the esophagus down into the peritoneal cavity 
through the widened cesophageal opening. The 
stomach is then opened and a long clamp is so placed 
that one blade passes into the lumen of the cesoph- 
agus through the cardiac opening, while the other 
blade remains in the stomach. When this clamp 
is closed it acts as an cesophago-gastrotribe and 
includes between its jaws the cardiac opening of 
the cesophagus, the dilated lower end of the cesoph- 
agus and a portion of the lesser curvature of the 
stomach. The clamp lies in situ until adhesions have 
formed, when it is tightly clamped, crushing the 
tissues between the blades. The author concludes: 

1. There are a small number of cases of dilata- 
tion of the asophagus as a result of cardiospasm, 
which require operative interference in order to 
remain permanently cured. 

2. This group comprises those cases in which the 
cesophagus has lengthened in addition to having 
become dilated, and in consequence has the form 
of an “‘ »”’-shaped curve. 

3. These cases may be successfully treated from 
within the abdomen without fear of infection to the 
pleurz or mediastinum. 
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4. Apreliminary gastrostomy, through which the 
patient may gain nourishment, and so improve the 
nutrition and power of resistance, is an advantage. 


Meyer, W.: Extrathoracic and _  Intrathoracic 
(Esophagoplasty, in Connection with Resection 
of the Thoracic Portion of the sophagus for 


Carcinoma. J. Am. M. Ass., 1914, lxii, 100. 
By Surg., Gynec. & Obst, 
Meyer reviews briefly the plastic measures 


designed to replace a resected section of the lower 
cesophagus. He regards the gastroplastic method 
of Jianu as the most promising method and prefers 
the extrathoracic, subcutaneous transplantation of 
both the new formed tube and the oral end of the 
resected oesophagus. 

Bircher was a pioneer in the construction of a 
new cesophageal tube extending from the neck to 
the stomach, infolding for this purpose the skin 
over the anterior aspect of the thorax. Roux and 
Wullstein followed, forming an intrathoracic tube 
from a coil of upper jejunum, detached from all 
normal connection save the mesenteric blood supply. 
Vulliet and Kelling similarily adapted for a new 
cesophagus an excluded segment of transverse 
colon. 

To obviate the multiple operations and dangers 
of strangulation to the transposed intestinal coil, a 
number of operations have been recently devised 
utilizing the stomach for plastic material. Von 
Fink turns upward the first portion of the duodenum 
and mobilized pylorus, an operation particularly 
indicated where the cardiac end of the stomach be 
involved by neoplasm. Ach and others have 
proposed to mobilize the stomach and distal end of 
the oesophagus particularly indicated when re- 
section has been necessitated near the middle of 
the oesophagus, and to either transpose extra- 
thoracically, or to make an internal anastomosis 
with the free end of the upper cesophagus. 

Prior to Jianu, Depage and Hirsch had molded 
into oesophagus, stomach wall from the lesser 
curvature and anterior aspect, respectively. Mey- 
er regards the procedure of Jianu as offering a 
longer, more surely viable tube with minimal opera- 
tive trauma. 

Jianu divides the gastrocolonic portion of the 
great omentum at a distance two inches from and 
parallel to the major curvature of the stomach. 
The right inferior gastro-epiploic artery is divided, 
but the left is carefully preserved. Next a tube is 
formed of the lower portion of the stomach by 
quilting the anterior to the posterior wall by a 
double row of mattress sutures, beginning at the 
lower border two inches from the pylorus and 
following a line of plotted incision one and one-half 
inches distant from and parallel to the greater 
curvature. The mattress sutures continue well 
into the fundus of the stomach, one to two inches 
past the reflection of the left inferior epiploic 
artery. Incision is made between the row of sutures 
freeing a tube 18 to 25 cm. long, attached by its 
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base to the fundus of the stomach, and efficiently 
nourished by the left inferior epiploic artery. The 
raw edges of the stomach and the tube are turned 
in by suture, and the apex of the tube is drawn 
through a subcutaneous tunnel as high onto the 
anterior thoracic wall as it will reach, here to be 
ultimately anastomosed with the mobilized end of the 
cesophagus. Narrowing the stomach by a third 
does not interfere materially with function. 

Meyer regards the Jianu procedure less effective 
as a pure gastrostomy than the present standard 
methods, since regurgitation occurs along the widely 
patent tube, probably from a continuance of normal 
peristalsis now occurring in an undesirable direction. 

Those patients presenting infiltrating carcinoma 
behind the aortic arch with history of complete 
obstruction, Meyer regards as not susceptible of 
any, save palliative surgery. 

While intrathoracic cesophagoplasty when fur- 
ther developed experimentally would seem the ideal 
operation, yet if it is found that a transposed oral 
stump of the csophagus, no matter how long, re- 
mains viable in the new position, then need for 
development of intrathoracic cesophagoplasty be- 
comes less urgent and the external will remain the 
operation of choice following resection of any seg- 
ment of the oesophagus for carcinoma. 

KARL CONNELL 


Unger, E.: Surgery of the Thoracic Part of the 
(Esophagus (Zur Chirurgie des (Esophagus in 
Thorax). Berl. klin. Wehunschr., 1913, 1, 2090. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In most cases of intrathoracic operations on the 
oesophagus the left pleura is opened; in transpleural 
procedures, the right pleura also is often opened, but 
with the aid of a differential pressure apparatus 
this complication may easily be avoided. Of the 
positive pressure apparatus, only those can be con- 
sidered that leave the mouth of the patient free for 
further manipulations. Negative as well as positive 
pressure apparatus have the disadvantage of dis- 
turbing the movements of the lungs and moving the 
cesophagus with them. This disadvantage is 
avoided by Meltzer-Auer’s insufflation. Section of 
the vagi cannot be avoided, but to avoid shock they 
should be touched with 5 per cent cocaine. Exten- 
sive resection, especially of the ribs in contact with 
the diaphragm, may cause marked disturbances of 
respiration. Unger resects the seventh or eighth rib 
and spreads the intercostal space, or the next rib 
may be simply incised. 

If the tumor is located at the diaphragm an 
attempt should be made to unite the esophagus and 
stomach directly. If the wall of the cesophagus is 
materially changed, by dilatation or inflammatory 
processes, the cesophagus should be removed or 
drawn transversely through the pleural cavity and 
sutured to the skin. 

In tumors between the bifurcation and the 
diaphragm the tumor is removed, the lower end 
allowed to sink down toward the stomach and the 
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upper end drawn out at the neck; to avoid hem- 
orrhage a tampon may be placed in the bed of the 
cesophagus, coming out at the neck. 

In tumors of the upper opening of the thorax the 
cesophagus is sectioned below the tumor, the lower 
end is closed, the upper sutured to the skin wound. 
A small tumor can be removed through the upper 
opening of the thorax, thus avoiding all possibility 
of infecting the pleura; if it is too large it must be 
removed through the pleural cavity. 
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Two cases are described: (1) In a case of car- 
cinoma of the oesophagus below the left bronchus, 
the tumor was removed and the oral end drawn out 
through the neck; death occurred the second day 
from hemorrhage apparently from a small jugular 
vessel. (2) The second case was a tumor the size of 
a walnut, 3 cm. below the bifurcation. After 
separating the oesophagus above the tumor, the 
oral end was drawn out through the neck, followed 
by the collapse and death of the patient. —_Borr. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Scharezky, B. G.: Topographical-Anatomical 

Description of the Subumbilical Region, and 

Its Relation to the Origin of Traumatic Ingui- 

nal Hernia (Topographisch-anatomische Beschreib- 

ung der Regio subumbilicalis im Zusammenhang 

mit der Frage der Entstehung der traumatischen 
Inguinalhernien). Dissertation, Charkov, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author has prepared specimens of the sub- 
umbilical region from 86 bodies and gives a detailed 
description of the anatomy of this region, especially 
with reference to the origin of traumatic inguinal 
hernias. The size of the external abdominal ring 
is no indication of the strength of the abdominal 
wall. But the size and form of the inguinal canal is 
of the greatest importance, asis also the development 
and method of insertion of the edge of the internal 
oblique muscle which bounds it on the median 
side. 

If there is a narrow canal and the edge of the 
internal oblique is well developed and inserted in 
the crest of the pubis, the tension caused by ab- 
dominal pressure decreases the size of the canal and 
strengthens this part of the wall. A broad triangular 
canal the author thinks is pathological, especially 
if the part of the internal oblique that forms the 
boundary is not inserted into the crest of the pubis 
but passes higher up into the sheath of the rectus. 
The tendon of the rectus is in such cases generally 
small. In this way the abdominal wall at this place, 
the external abdominal ring, is reduced to the 
transverse fascia, which may be torn by strong ab- 
dominal pressure. At this point the peritoneum is 
so loosely fastened to the underlying tissue that it 
can easily be pushed forward and in a short time 
may form a hernial sac. The hernias produced by 
indirect trauma are always internal direct ones. 

The author had an opportunity to treat three 
patients with traumatic hernia, all caused by lifting 
heavy loads. They were operated on four days, 
five months, and one and one-half years after the 
accidents. In the first case the region around the 
hernia was found soaked with blood; in both the 
other cases cicatricial changes had taken place 
around it. RIESENKAMPFF. 


Schwarzmann, E.: Surgical Treatment of Ascites 
(Zur chirurgischen Behandlung des_ Ascites). 
Deutsche Ztschr. f. Chir., 1913, Cxxiv, 546. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


After a short enumeration of the diseases in which 
ascites appears as a symptom the author gives a 
review of the methods of operation devised to over- 
come it. These are Talma-Drummond and Mori- 
son’s omentopexy, with modifications, Ruotte’s 
saphenopexy, the procedures which aim to establish 
subcutaneous drainage, and Eck’s fistula, which is 
a direct side-to-side anastomosis of the vena cava 
with the portal vein. 

Ruotte’s operation consists in incising the saphe- 
nous vein 8 centimeters before it empties into the 
femoral and suturing its central end into an opening 
in the parietal peritoneum. This operation has 
been performed 15 times, almost half of which were 
successful. From 1906 to 1912, 14 cases of ascites 
were treated surgically at the second surgical clinic 
in Vienna. Omentopexy was performed in 13 cases, 
sometimes alone, sometimes in conjunction with 
fixation of the spleen or liver. There was recovery 
in 4 cases, improvement in 2, while in 7 cases, which 
had offered very little hope before the operation, 
there was no change. In the fourteenth case 
omentopexy was performed in conjunction with 
saphenopexy, but there was no improvement. The 
diseases in which operation for ascites was successful 
were beginning cirrhosis of the liver, tubercular 
peritonitis, and a case of tricuspid insufficiency. 
The author thinks it important to diagnose cirrhosis 
of the liver earlier than is usually done, and gives 
in conclusion a short résumé of the early symptoms 
as well as the methods of testing liver function. 

Von TAPPENNER. 


Seelig, M. G., and Tuholske, L.: The Inguinal 
Route for Femoral Hernia; with a Supple- 
mentary Note on Cooper’s Ligament. Surz., 
Gynec. & Obst., 1914, xviii, 55. 

By Surg., Gynec. & Obst. 

The authors point out that (1) high ligation of the 
sac, (2) a snug closure of the ring, and (3) aseptic 
healing, the prerequisites for succéssful repair of 
inguinal hernia, are equally essential in femoral. 
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They have dissected a pelvis and illustrated the 
anatomical relationships at the femoral ring to show 
clearly Cooper’s ligament. Their technique is as 
follows: 

1. The incision, three to four inches long, is made 
as in inguinal herniotomy, but prolonged nearer to 
the pubis. 

2. The aponeurosis of the external oblique is 
divided in the direction of its fibers. 

3. The upper flap of the external oblique, the 
conjoined internal oblique and transversalis, and 
the round ligament or spermatic cord are next re- 
tracted upwards and the lower flap of the external 
oblique downwards, thus exposing Poupart’s liga- 
ment. The transversalis fascia, which is then in 
view, is divided and the edges retracted, which ex- 
poses the peritoneum and the neck of the sac. 

4. The peritoneum is opened at the neck of the 
sac. The contents of the sac are withdrawn and 
allowed to re-enter the free peritoneal cavity. If 
the intestine or omentum be strangulated, cutting 
Gimbernat’s ligament relieves the constriction. 

5. A dressing forceps is introduced to the fundus 
of the sac, clamped and withdrawn, everting the sac 
and changing the femoral into an inguinal hernia; 
the sac is treated accordingly. If the sac be adherent 
to the thigh structures it does not evert easily, and 
the incision is then prolonged down the thigh and 
the sac freed. 

6. A deep chromic suture is passed through 
Cooper’s ligament, then through the lower flap of 
the transversalis fascia and the edge of Poupart’s 
ligament; a second and third are passed more 
internally, the innermost picking up Gimbernat’s 
ligament. 

7. The closure of layers is the same as in inguinal 
herniotomy. 


Kringel, O.: A Case of Solitary Rupture of the 
Mesentery (Uber einen Fall von isolierter Mesen- 
terialabreissung). Dissertation, Berlin, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A three-year-old boy was run over by a wagon, 
both front and hind wheels passing over his abdo- 
men. There was dullness in the right side of the ab- 
domen, livid paleness, pulselessness, and severe 
collapse. Upon operation, the mesentery was found 
to be torn near the ileum through an extent of 35 
cm.; 37 cm. of the ileum was resected and after 11 
days the patient was discharged cured. If he had 
not been operated on he would certainly have died 
of hamorrhage. 

The author gives some information as to con- 
tusions of the abdomen, and especially as to the 
solitary ruptures of the mesentery in soldiers, caused 
by contusions. The statistics for 1896 to 1906 are 
taken from Théle, those for 1907-1910 from the 
report of the Prussian army. Of 286 cases in the 
first period, 141 were associated with injuries of the 
viscera, 79 being in the intestine, the other 62 
divided approximately equally among the other 
abdominal organs. The mesentery was injured 
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alone only three times, and twice in conjunction with 
the intestine. Of these 141 cases, 96 were operated 
upon, the rest treated expectantly. 

From 1907 to 1910 the number of cases was 96, 
10 of which were not operated upon as the symp- 
toms of shock disappeared after a time and there 
were no signs of injuries to the viscera; the remain- 
ing 86 cases were operated upon. There were 
isolated injuries of the mesentery in only 4 cases; 
all of which were mild and the outcome good— 
resection of the intestine was not necessary. Of 
these 4 cases, 1 was caused by a kick from a horse; 
1 by a blow from the butt of a gun; and t by a heavy 
fall on a horizontal bar; the cause of the other is 
unknown. 

Of the 30 cases that died after operation, 17 
were injuries of the small intestine; 7 of the liver; 
4 of the spleen; 1 of the stomach, and 1 was not 
reported. 

From 1896 to 1906, 96 laparotomies were per- 
formed for contusions of the abdomen, of which 36 
recovered and 60 died. From 1907 to 1910. 86 
cases were operated on with 56 recoveries and 30 
deaths. 

The number of laparotomies for contusions of 
the abdomen has markedly increased, and the 
recoveries now almost double the deaths, due to 
the increase in the number of early operations. 

Fritz Loes. 


GASTRO-INTESTINAL TRACT 


Lange, S.: Practical Value of X-Ray Examinations 
of the Stomach. Ohio St. M.J., 1914, x, to. 
By Surg., Gynec. & Obst. 

Lange recounts the contention of Stiller that the 
X-ray bismuth stomach did not represent the true 
clinical stomach, his controversy with Groedel and 
the experiments of Groedel, Weber and Von Berg- 
man proving that the X-ray stomach, though 
different from the previous conception of that organ, 
is identical with the clinical stomach. 

An X-ray examination of the stomach must be 
complete to be of value, and the idea of the average 
patient that a single plate, made in a few moments, 
will give detailed information of his condition is an 
embarrassment to the work. 

The condition of the patient’s nervous system as 
influencing tonus cannot be disregarded. Distortions 
due to gas or feces in the colon must be recognized 
and eliminated. Spasm of the pylorus, or the entire 
pyloric portion of the stomach, simulating tumor is 
the chief disturbing factor in the cases which Lange 
has examined. 

He makes the complete stomach examination in 
four parts: 

1. The patient is given a small watery suspension 
of bismuth or barium during fluoroscopy, the effect 
of palpation and change of position being noted. 

2. The stomach is then filled with bismuth or 
barium suspended in fermented milk, and the size, 
shape, position, and peristalsis are studied tluoro- 
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scopically, with palpation and changes of position, 
plates being made at varying intervals. 

3. Gastric clearance is determined by repeated 
fluoroscopy or radiography. Either the single 
Rieder or double Haudek carbohydrate meal may 
be used. Fermented milk as a vehicle lengthens the 
time of clearance. 

4. For gastric motility and the finer details of 
peristalsis the stomach is filled and a series of plates 
is made with the patient prone. 

Lange prefers to make plates at longer intervals 
than is suggested by some observers. 

The flat gastric ulcer is not directly recognizable 
by the X-ray method. Peristalsis is apt to be deeper 
than normal. There may be spasm of the pylorus 
and a six-hour residue. A deep constriction of the 
greater curvature opposite the ulcer may be seen. 
Such constrictions, however, may occur opposite 
the scar of a healed or excised ulcer, or as a result of 
spasm from hysteria, tabes, and intoxications. 

In callous and perforating ulcer the radiological 
signs are more distinctive. Among these are: (1) 
Organic hour-glass stomach; (2) accessory pouch 
(nischen-symptom of Haudek); (3) deformity of the 
antrum by an old pyloric ulcer; (4) increased peri- 
stalsis and six-hour residue with obstructing pyloric 
ulcer; (5) very characteristic for fibrous obstruction 
at the pylorus is a greatly enlarged pars pylorica 
with a much distended pyloric antrum and evidences 
of hyperperistalsis. 

The X-ray evidence of gastric cancer varies with 
the location and character of the growth. A medul- 
lary cancer of the cardiac portion of the stomach 
beginning in the greater or lesser curvature may be 
recognized comparatively early as a defect or de- 
formity of the outlines of these parts. If on the 
anterior or posterior walls of the cardiac portion, it 
may escape recognition until it encroaches consider- 
ably on the lumen. Scirrhus in this region may 
shrink and contract the contour. Either type may 
produce hour-glass. Medullary growths at the 
pylorus may cause filling defects, interruption of 
peristalsis and delayed clearance, with six-hour 
residue. Large medullary pyloric growths may 
result in a long narrow pyloric channel, or the pars 
pylorica may seem to be completely absent. Scir- 
rhous growths in the pars pylorica result in lack of 
distention without gross irregularities, absence of 
peristalsis and rapid clearance through a pylorus 
held open by infiltration. If a palpable tumor mass 
be present, its relation to the stomach may be deter- 
mined by pasting wire on the tumor outline and then 
making the X-ray examination. 

Diagnosis of gross lesions of the duodenum and 
gall-passages may be made. The duodenal cap may 
be distorted by adhesions or obstructed by the scars 
of an old ulcer. Early there is hyperperistalsis, with 
normal gastric contour and absence of the cap, if 
the lumen of the duodenum is greatly narrowed. 
Adhesive processes in the upper right quadrant of 
the abdomen tend to lift up the pylorus and pull it 
over to the right. ALBERT MILLER. 


ABSTRACT OF SURGERY 


Eusterman, G. B.: Incidenceand Diagnosis of Com- 
plicating Factors in Gastric and Duodenal Le- 
sions. Am. J. Gastro-Enterol., 1914, iii, 111. 

By Surg., Gynec. & Obst. 


The material for the following study was obtained 
from cases operated on in the Mayo Clinic from 
1906 to 1912, inclusive, and consists of 778 cases of 
duodenal ulcers, 324 cases of gastric ulcers, and 691 
cases of gastric cancer. From a careful study of 
the cases at hand the author comes to the following 
conclusions: 

Pyloric obstruction or stenosis of variable degree 
was present in an average of 30 per cent of all 
chronic simple gastric and duodenal ulcers, and in 
54 per cent of all gastric cancers. This condition 
occurs chiefly in cases in which the ulcer is situated 
in or near the pylorus or in the first two inches of the 
duodenum. The diagnosis depends upon a history 
of vomiting and removal of retained food-material 
from the stomach; upon the demonstration after 
six hours on the réntgen plate of a residue of bis- 
muth or barium sulphate administered in some 
suitable medium. Apparent obstruction may be 
due to pylorospasm. Extragastric causes are usual- 
ly due to gall-bladder disease, complicated by per- 
foration or adhesions and implicating the pyloric 
end of the stomach or duodenum. 

Perforation was a complicating factor in 28 per 
cent of 778 cases of duodenal ulcers, in 25 per cent 
of the 324 cases of gastric ulcers, and in 31% per 
cent of 691 cases of gastric cancer. The diagnosis 
is usually made on a history suggestive of ulcer, 
occasionally of cancer, associated with one or more 
attacks of acute epigastric pain, although slow 
chronic perforation may occur without severe pain. 
The diagnosis of cholelithiasis is often erroneously 
made in those cases in which there is an early per- 
foration without the association of sufficient gastric 
disturbances suggestive or characteristic of ulcer. 
Perforating ulcer of the stomach is usually demon- 
strable on the réntgen plate. 

Hemorrhage in chronic simple ulcer of the stom- 
ach or duodenum is a less frequent complication 
than is generally supposed. Definite profuse 
melena or hematemesis, or both, was noted in 20 
per cent of all duodenal and in 30 per cent of all 
gastric ulcers. In a total of 817 gastric and duo- 
denal ulcers an average of 23 per cent gave evidence 
of gross bleeding from the stomach or bowel, or 
both. Conditions most likely to give rise to error 
in diagnosis are those cases of gall-bladder or ap- 
pendiceal disease associated with gastric disturb- 
ances in which gastro-intestinal hemorrhage—5 
per cent and 2 per cent respectively—of various 
degrees may occur. 

The accepted symptom-complex of gastric ulcer 
is often the precursor of gastric cancer. This 
association was definite in 41.8 per cent and ir- 
regular in 18.7 per cent of all gastric cancers in this 
series. Conservatively, in all cases of gastric can- 
cer there is clinical evidence of a pre-existing ulcer 
in over 55 percent. In about 60 per cent of malig- 
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nant tumors of the stomach there is pathological 
evidence of pre-existing ulcer. In numerous in- 
stances when the clinical history and gross appear- 
ance of the lesion was that of a benign peptic ulcer, 
definite microscopical evidence of malignant hyper- 
plasia of the mucosa of the borders only was shown. 
Hour-glass deformity occurred in 10 per cent of 
the gastric, one-half per cent of the duodenal ulcers, 
and one per cent of the gastric cancers. The diagno- 
sis was usually made at the operating table and was 
rarely made clinically until the fluoroscopical 
screen and réntgen plate came into routine use. 
Coincident or associated disease of the appendix, 
25 per cent, or gall-bladder, 8 per cent, requiring 
additional operative interference, was present in 
33 per cent of all cases of duodenal ulcers; and in 
16 per cent and 4 per cent respectively, or in a total 
of 20 per cent of all the cases of gastric ulcers. 
Pancreatitis was noted in twelve instances in the 
former group and once in the latter. The pancteas 
was usually involved when perforation was present. 
The presence or absence of metastases is of the 
greatest clinical import in the presence of probable 
gastric cancer. Even when metastasis has already 
taken place, external evidence is often lacking; that 
is, the presence of palpable glands in the left supra- 
clavicular space, of an infiltrated navel, free fluid 
in the abdomen, palpable nodules on the anterior 
rectal shelf in the male or in the tissues above and 
behind the uterus in the female. In this series of 
691 cases of gastric cancer which came to operation, 
metastasis had already taken place in 128, or 18 
per cent. J. H. SKILEs. 


Mayo, W. J.: Chronic Ulcers of the Stomach and 
Duodenum. Tr. Internat. Surg. Ass., N. Y., 
1914, April. By Surg., Gynec. & Obst. 

In the first period from 1893 to 1900, operation 
for pyloric obstruction was applied only to patients 
with marked pyloric narrowing, little differentia- 
tion being made in the chronic cases between ulcers 
in the pyloric end of the stomach and in the duo- 
denum. The results were excellent. 

The second period from 1900 to 1906 was marked 
by growth of knowledge resulting from surgical 
observation. During this period it was recognized 
that obstruction was a terminal condition and study 
of the trouble was taken up with a view to the 
earlier termination of a malady which exposed 
the patient to serious dangers and more or less con- 
stant disability and distress. There was much 
discussion of mucous ulcers and a variety of sup- 
posed lesions which were not the result of actual 
observations at the operating table but of an attempt 
to furnish a pathological basis for the symptoms 
complained of by the patient. 

In the third period from 1906 to 1914 there was 
improvement in diagnosis, and development of 
better technique. The relation of the clinical 
symptoms to the lesion was shown in the light of 
operative experience. Great aid was obtained from 
the réntgen ray. 
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Up to Dec. 31, 1913, 1,841 cases of acute and 
chronic ulcers of the stomach and duodenum had 
been operated on (457 females, 1,384 males), demon- 
strating the early clinical view of a preponderance 
of females over males to be in error. Probably the 
large number of these supposed ulcers in women 
were the result of pyloric spasm due to gall-stones 
or intestinal lesions. In 636 of the 1,841 cases the 
ulcers were located in the stomach, in 1,205 in the 
duodenum. Multiple ulcers occurred only in 4 or 
5 per cent of the cases. 

The character of ulcers of the duodenum may 
differ in many respects from ulcers of the stomach. 
They are usually found in the upper two inches of 
the duodenum and many times with no crater such 
as exists in the stomach, but rather a discolored, 
moth-eaten patch, in the center of which is a slit or 
dimple-like ulcer, but with typical induration in 
the peritoneal and muscular coats. Incomplete 
protected perforations are common. Definite 
healing of the chronic ulcer of the stomach or 
duodenum is rare. Temporary subsidence of 
symptoms is often taken to be a cure, as is the 
case in cholelithiasis and appendiceal disease. 

Gastrojejunostomy is the most generally success- 
ful operation. Ulcers should be excised when it is 
possible to do so without too much risk. Duodenal 
and gastric ulcers obstructing the pylorus yield 
equally good results following operation. The 
greater the distance of the gastric ulcer from the 
pylorus the greater the mortality and the less cer- 
tain the cure. Ninety-eight per cent of the duodenal 
ulcers and g5 per cent of the gastric ulcers will be 
cured or greatly relieved by operation—the operative 
mortality of duodenal ulcers being one and one-half 
per cent; the operative mortality of gastric ulcers, 
including acute perforations, acute hemorrhages, re- 
sections, etc., 3.8 per cent. 


Steinharter, E. C.: Experimental Production of 
Gastric Ulcers by Intravenous Injection of 
Clumped Colon Bacilli. Lancet-Clin., 1914, exi, 
87. By Surg., Gynec. & Obst. 


After discussing the work done by other men on 
gastric ulcer, the author describes the method he 
employed. The colon bacilli were clumped by 
using a one-twelfth normal hydrochloric acid solu- 
tion and a twenty-four-hour broth culture, 2 ccm. 
of broth being used to one of hydrochloric acid. 
This solution was incubated for twenty-four hours 
and centrifuged; the sediment was washed twice 
with normal salt solution and then shaken up with 
1o ccm. of fresh saline. The turbid fluid was 
injected intravenously into rabbits. 

The following is a typical protocol: A large white 
rabbit injected with 4 ccm. died twenty-two hours 
later and was examined immediately. The stomach 
showed two erosions at the pyloric ring; the lining 
of the stomach was thickly covered with digested 
blood; all other organs were negative. 

The results show that gastric ulcers and hemor- 
rhagic erosions can be experimentally produced by 
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intravenous injections of very small doses of clump 
colon bacilli. From this the author reasons that 
there is probably a continual absorption of the 
colon organism and its toxins through the intestinal 
wall. During constipation this absorption is 
increased and is the etiological factor in the pro- 
duction of gastric ulcerations in human beings. 
Epwarp L. CorNELL. 


Richter, H. M.: Congenital Pyloric Stenosis; a 
Study of Twenty-Two Cases, with Operation 
by the Author. J. Am. M. Ass., 1914, lxii, 353. 
By Surg., Gynec. & Obst. 
Nineteen of the cases reported by the author 
were of the hypertrophic type of pyloric stenosis 
and the other three were of the spasmodic type. 
In all the former a definite, firm, olive-shaped tumor 
was demonstrated at operation and in eighteen of 
them it was palpated and recognized before the 
abdominal wall was opened. There was no external 
evidence of inflammation and no attempt at fixa- 
tion. There was no gradation between the tumor 
mass and the adjacent stomach and duodenum. 
The tumor is more constantly palpable clinically 
when the stomach is emptied either by vomiting 
or by a tube. The mucosa of the pylorus was 
relatively redundant in three cases in which it was 
carefully observed. The histological findings in 
one case which came to autopsy showed a simple 
hyperplasia of the circular muscular fibers with 
no change in any other structure of the pylorus. 
The stomach, when not emptied before opera- 
tion, was always found distended to a marked 
degree, the duodenum was always empty and 
collapsed. It was perfectly evident that the 
tumor formed a complete obstruction to the canal. 
In none of the cases was there any accompanying 
congenital malformation, although in one a par- 
ticularly short mesocolon made it impossible to do 
a retrocolic gastrojejunostomy. Fifteen of the 
babies were males and all were the first born to the 
parents except one. There was no parental path- 
ological condition that could have any bearing. 
The onset of the trouble, in most cases, has been 
within two or three weeks of birth. It is usually 
abrupt with spitting up or vomiting, accompanied 
almost from the start with marked constipation and 
very soon with a startling loss of weight. These 
symptoms have been uniformly progressive and 
the progress has never been arrested for more than 
a few hours at a time. There has been no disten- 
tion, rigidity, or other feature suggestive of a per- 
itonitis. The lower abdomen has uniformly been 
found empty and passively contracted, the upper 
abdomen bulging and tense. Passing across the 
upper abdomen from under the left costal border 
toward the right extraordinarily marked peristaltic 
waves have always been easily shown. If not pres- 
ent on examination, they could always be induced 
by giving the babe food or water. They were so 
marked that they could readily be demonstrated 
to the audience in a large amphitheater. Finally 
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in eighteen of the nineteen cases the tumor could 
be readily palpated. 

It is particularly important that the réntgen ray, 
as a diagnostic measure, be limited to determining 
the rate of emptying the stomach, not the patency 
of the stomach. The tumor causes a mechanical 
blocking of the pylorus and it is possible to pass a 
fair sized sound through the opening at operation, 
but the blocking is comparable to that seen in the 
urethra by a hypertrophied prostate gland. There- 
fore, to exclude a diagnosis of hypertrophied stenosis 
on the basis of the passage of bismuth is sure to lead 
to serious error. It is conceded that sufficient 
patency may exist to maintain life even after tem- 
porary total blocking has been evident. It is on 
this basis that we can account for the recoveries 
reported by competent observers. The recovery 
does not imply the disappearance of the tumor. 

There is nothing in the nature of hypertrophic 
stenosis that essentially predicates a permanent 
closure and the author knows of no good reason why 
these tumors should not ultimately disappear. 
They are not neoplasms but simple muscular hyper- 
trophies. The indication for operation is not 
strengthened by proving the permanency of the 
mass. The fact that it does not disappear quickly 
enough is the essential, absolute indication for 
surgical interference. 

In this series of cases the mortality was 13.6 
per cent. Of the 22 operations, 19 were typical 
posterior gastro-enterostomies, with 2 deaths, a 
mortality of 10.5 per cent. A submucous pyloro- 
plasty was done on 2 babies and on 1 a divulsion of 
the pylorus. Of the 3 deaths that occurred, 1 was 
essentially a result of the child’s condition and 
represents an irreducible mortality that must pre- 
vail so long as patients are not clearly regarded as 
surgical cases. Two of the cases were clearly 
attributable to faulty technique. Of the 19 patients 
who survived operation, 1 died of what was di- 
agnosed as an acute food intoxication. Two cases 
had post-operative sequel, necessitating reopening 
of the abdomen: one developed an acute intestinal 
obstruction eight weeks after the operation; the 
other had a volvulus of the entire small bowel. 
Both recovered from the second operation. 

The patients are being carefully watched and the 
following is briefly the results shown so far: There 
was usually some vomiting during the first week 
following the operation. In nearly all the cases the 
vomiting ceased before the patient left the hospital, 
and without exception vomiting has not recurred 
in any case to date. There were no disturbances 
suggestive of intestinal indigestion. In the first 
few days following operation there was usually a loss 
in weight, but following this the gain in weight was 
pronounced and continuous. Epwarp L. CorNeELL. 


Van Lennep, W. B.: 
Month., 1914, xlix, 1. 


Jejunostomy. Hahneman. 
‘By Surg., Gynec. & Obst. 


The author reports a case of gastric cancer in 
which he performed jejunostomy with gratifying 
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results. In his experience, he has found it preferable 
to posterior gastro-enterostomy in malignant cases. 
The cases which give sufficient healthy tissue for 
an anastomosis between the stomach and intestine 
usually permit of a gastrectomy, while in the more 
extensive growths the condition of the patient is 
such as to make a quicker and simpler operation 
desirable. Bile and pancreatic juice have a free 
exit, the food goes into a portion of healthy intestine, 
where it is readily assimilated, and therefore feeding 
can be forced and the patient built up. With good 
technique, leakage need not be feared and the 
attachment of the intestine to the abdominal wall 
appears to cause no trouble, even though the case 
be one in which the fistula can be subsequently 
dispensed with, which is not the case with gastros- 
tomy where the attachment interferes with motility 
more or less. 

This operation is also indicated in those cases of 
benign ulcers which are too large to remove. In 
this way the stomach is put at rest and the ulcer 
given an opportunity to heal, provided there is no 
obstruction. The author does not wish to belittle 
gastrostomy and gastro-enterostomy, but their 
limitations must be recognized and jejunostomy 
employed when the former are not indicated. 

Epwarp L. CorNeELL. 


Dieterichs, M.: The Mechanism of Invagination 
of the Intestine (Uber den Mechanismus der 
Darminvagination). Russk. Vrach, St. Petersb., 
1913, Xli, 1493. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Having had seven clinical cases, on five of which 
he operated, the author took up an extensive 
experimental study of the mechanism of intestinal 
invagination. First he studied normal peristalsis 
and antiperistalsis, following Prutz and Ellinger’s 
experiments. Then 23 experiments were performed 
on rabbits and dogs for an investigation of physio- 
logical invagination. 

The invagination was produced by electrical or 
mechanical stimulation. He observed that a piece 
of the intestine contracted spastically, and generally 
the anal, non-contracted section formed an um- 
brella-like projection and the contracted portion 
was invaginated into it. In this way invaginations 
as much as 3 cm. long occurred, but were generally 
freed again, after ten minutes at the most. He 
believes this is explained by contraction of the 
circular musculature of the intestine, and that the 
further progress of the invagination is caused by 
the contraction of the circular musculature, not, 
as other authors claim, by that of the longitudinal 
muscles. When the latter contract, the invagination 
is loosened, but since invaginations of different 
extent take place under the same degree of stimula- 
tion, there must be another factor involved. Peri- 
stalsis can hardly be held responsible as it stops when 
the animals are anesthetized; therefore he thinks 
it is the pendulum movement of the intestine. 
The invagination is larger or smaller according to 
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whether the pendulum movement is in the direction 
of the invagination or vice versa. 

In order to find out how a physiological invagina- 
tion is transformed into a pathological one he tried 
to establish artificial invagination and keep the 
intestine in that position. This could be accom- 
plished only by close button sutures or a continuous 
suture, as the invagination was always freed again, 
even coming out between the sutures when they were 
placed far apart. The invagination remained only 
when the last loop of the small intestine was in- 
vaginated into the cecum, so that the valve of 
Bauhin fermed the neck of the invagination, prob- 
ably because the continuity of the longitudinal 
musculature, necessary for freeing the invagination, 
was interrupted by the valve of Bauhin. Special 
conditions are also necessary to prevent the freeing 
of an invagination. These conditions are created 
when the muscle elements of the intestine are 
injured functionally and weakened, as the author 
proves by artificially induced enteritis. 

It has been claimed that an invagination, once 
produced, necessarily increases, but the author 
denies this emphatically, as his experiments have 
proved the contrary and he comes to the con- 
clusion that a physiological invagination is easily 
produced, but that it becomes pathological only 
when certain conditions are fulfilled: either the 
stimulation which produced the invagination must 
continue uninterruptedly or with only short in- 
terruptions, as is the case in tumors and diverticula 
of the intestinal wall, and in foreign bodies, para- 
sites, etc., or the function of the intestinal muscula- 
ture must be injured so that the balance between 
the action of the circular and longitudinal fibers 
is destroyed. This is the case in ulcer, haemorrhage 
in the intestinal wall—purpura hamorrhagica—and 
in functional disturbances from intoxication or 
infection: lead poisoning enteritis. From further 
experiments he concludes that for the production 
of a progressive pathological invagination both of 
these conditions must be fulltilled. Von Hotst. 


Cope, V. Z.: The Early Diagnosis and Treatment 
of Ruptured Intestine.  Luncct, Lond., 1914, 
clxxxvi, 164. By Surg., Gynec. & Obst. 

When the intestine is ruptured as the result of a 
blow on or crush of the abdomen the symptoms can 
be considered as due to the supervention of shock, 
the occurrence of peritonitis, or the presence of gas 
or fluid in the peritoneal cavity. The symptoms in 
the order of their relative frequency are pain, vom- 
iting, marked restlessness, persistent superficial 
respiration, and pain on deep breathing, shock, 
local tenderness, rigidity, distention, added dullness, 
rising pulse, diminished liver dullness, and occasional- 
ly melena and emphysema. 

The majority of cases have to be diagnosed by the 
symptoms of peritonitis, of rapid or delayed onset. 
It is often delayed after rupture of the intestine 
because the intestinal paresis caused by the injury 
inhibits peristalsis and allows time for the exudation 
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of plastic lymph which seals the opening. Pain, 
when continuous and increasing in severity, is the 
most reliable symptom and is demonstrated in four 
ways: First, the expression; second, pain at the site 
of the lesion; third, pain evoked by deep pressure 
over the site of the lesion; fourth, in many cases the 
pelvic peritoneum as felt by rectal examination is 
painful on pressure. Vomiting of bilious material is 
said to be especially significant; diminution or 
absence of the liver dullness is a symptom which 
ought never to be waited for. 

The author believes it advisable to open the ab- 
domen on the suspicion of ruptured intestine if the 
following conditions be present: (1) When severe 
abdominal pain persists for more than about six 
hours after an injury, if the pain be accompanied by 
either (a) vomiting, especially bilious vomiting; or 
(b) a pulse gradually rising from the normal; or (c) 
persistent local rigidity tending to extend; or (d) 
deep local tenderness with shallow respiration; and 
(2) when abdominal pain is absent or only slight, 
but the pulse rises steadily hour by hour and the 
patient is very restless or listless. When marked 
diminution of the liver dullness occurs with any of 
the above symptoms, or if there be signs of free 
fluid in the abdomen, the indications for operation 
would be imperative. 

The recognized treatment of ruptured intestine 
is operation and the best plan is to suture if possible. 
If the tear be too large for successful suture without 
narrowing the lumen of the bowel dangerously a 
lateral anastomosis may be done, while in many 
cases resection of the affected part is clearly re- 
quired. If the duodenojejunal junction be the part 
affected, a gastrojejunostomy should be performed. 
The author believes (1) that irrigation with saline 
solution is inadvisable in cases operated on early, 
but that with late cases the matter is not of much 
consequence; and (2) that drainage is probably the 
safest plan. The author reports two cases, both 
operated on about twenty hours after the injury, 
both with rupture of the upper jejunum and with 
recovery of both. D. C. BALFour. 


Zander, P.: Critical Review of the Appendicitis 
Cases for the Last Three Years, at the Surgical 
Clinic of the University of Halle a. S. (Kritische 
Riickschau iiber die Appendicitisfaille der drei 
letzten Jahre in der chirurgischen Universitits- 
klinik zu Halle a. S). Arch. f. klin. Chir., 1913, cii, 
044. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In the last three years 308 cases of acute appendi- 
citis were operated on at the clinic, 56 per cent in 
men and 44 per cent in women, with a mortality of 

9.7 per cent. The cause of this large percentage 

was the preponderance of late operations. As there 

was general peritonitis in 19.6 per cent, early opera- 
tion is advised. Prognosis is impossible without 
laparotomy. The expectant treatment is not jus- 
tified for more than 24 hours, and only if the symp- 
toms improve decidedly. In late cases operation is 
performed for abscess, progressive peritonitis, pure 
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inflammations of the appendix, and in severe cases 
of the so-called interval period. 

The cardinal principles in operation for appendici- 
tis are: (1) Early operation; quickness; removal of 
the diseased focus; as conservative an operation 
as possible, and general treatment. Irrigation and 
sponging are of equal value in the diffuse form. The 
loosening of fibrin deposits is rejected by the author, 
as well as Franke’s radical operation. Murphy’s 
method, consisting of quick operation, opening the 
abdomen through a small gridiron incision, removal 
of the appendix, thick drain in Douglas’ pouch, 
small buttonhole incisions with thick drains, no 
irrigation, no sponging, complete closing of the 
abdominal wound except for the drain, and Fowler’s 
position, seems to him the best because of its con- 
servative nature and quickness. Fowler’s position 
is the best for the discharge of the pus. As for the 
interval operation, it should be performed only for 
absolute economic or personal indications. Instead, 
it is better to wait for another attack and operate 
early. WEICHERT. 


Bendixen, P. A., and Blything, J. D.: Pneumatic 
Rupture of the Bowel. Surg., Gynec. & Obst., 
1914, xviii, 73. By Surg., Gynec. & Obst. 

The authors report a case, occurring in their own 
practice, of multiple rupture of the bowel resulting 
from the application of the nozzle of a high-pressure 
air-hose to the anus of the victim, by a fellow-work- 
man, and in addition give details of six other cases 
of a similar nature hitherto unpublished. 

The lacerations of the bowel in this instance were 
11 in number: 9g in the large and 2 in the small gut, 
and 1 tear in the mesentery. In length they varied 
from 2 to 7 inches. Operation was followed by 
recovery. 

The points emphasized by the authors are: (1) 
That it is possible and often necessary to make a 
diagnosis in this form of accident from the physical 
findings alone, the feature of chief diagnostic value, 
aside from the local signs common to all severe 
intra-abdominal injuries, being the enormously 
distended, tympanitic abdomen; and (2) that this 
is a type of industrial accident that is becoming 
quite frequent since the introduction of compressed 
air in modern shops, and that strict means should be 
taken to guard against its occurrence, as it is always 
the result of either gross carelessness or rough 
practical joking. 


Rotter, J.: Surgical Treatment of Carcinoma of 
the Colon (Zur chirurgischen Behandlung der 


Koloncarcinome). Arch. f. klin. Chir., 1913, cil, 
651. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports 160 cases from 1893 to 1912, 
79 of which were operated upon radically and 81 
which could not be so operated upon, either because 
the tumor was so far advanced that it could not be 
completely removed or because the patient came to 
the hospital suffering from ileus and died as the result 
of the operation for ileus. 
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Rotter agrees with Kérte, Petermann, and 
Anschiitz that if ileus is present the operation should 
be limited to the creation of a fecal fistula, since 
these patients are so weak that they can not stand 
anything more; but even the relatively simple 
procedure of making a fecal fistula gives, in Rotter’s 
statistics, a mortality of 44 per cent. Entero- 
anastomosis in ileus gives 60 per cent, and advance- 
ment and resection 7o per cent. However, the 
results of the radical operation in cases where there 
was no ileus were very satisfactory: of the 79 pa- 
tients operated on radically 15 died, or 19 per cent. 

In all the tumors of the cacum and ascending 
colon the end of the ileum and the entire ascending 
colon were removed and the ileum implanted end- 
to-side or side-to-side into the transverse colon — 
seventeen operations of this kind gave a mortality 
of 17 per cent. The free end of the transverse colon 
was formerly closed by crushing, ligation, and 
invagination, recently, by continuous suture and 
invagination. 

In carcinomata at the middle of the transverse 
colon or below, Mikulicz’ advancement was per- 
formed in some cases and primary resection with 
circular suture in some. Of 27 cases operated by 
Mikulicz’ method in two stages there was a mortality 
of 18 per cent, while of 21 by circular suture, 6 died. 
Circular suture is absolutely contra-indicated by 
much fat in the intestine, an intestine very much 
filled with feces, impossibility of complete mobiliza- 
tion, and suture without tension. In 11 cases in 
which the transverse colon was united to the 
descending colon end-to-side or side-to-side there 
was a mortality of 10 per cent. Lleosigmoidostomy 
with exclusion of a segment of the intestine was per- 
formed three times with good results in cases in 
which the ends of the intestine could not be sutured 
without tension. ADLER. 


Terrell, E. H.: The Radical Treatment of Hzemor- 
rhoids under Local Anesthesia. Jniernat. J. 
Surg., 1914, XXVii, 12. By Surg., Gynec. & Obst. 

The author states that he is now performing 
most of his hemorrhoidal operations under local 
anesthesia. He uses novocaine or a combination 
of this with quinine and urea. Most of the patients 
are treated in the office and are enabled to continue 
their daily occupations. 

The technique used is as follows: 

The largest pile is brought down, cleansed with an 
antiseptic solution, and infiltrated with a solution 
containing one per cent quinine and urea and about 
one-tenth per cent novocaine. A clamp is applied 
and fine linen ligatures placed in two or more sec- 
tions, depending upon the size of the tumor. The 
most important ligature is the one placed in the 
uppermost portion of the hemorrhoid, for here the 
main blood supply enters. In fact, the others are 
often discarded altogether. With a sharp pair of 
curved scissors the pile is cut off close to the lig- 
atures, leaving sufficient room, however, to prevent 
slipping. The stump is inspected to see that there 
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is no undue bleeding and returned above the 
sphincters. The patient should lie down for a few 
minutes and then may be allowed to go about his 
business. Seldom do patients treated in this way 
complain of pain. Occasionally there is a slight 
throbbing sensation for a few hours and some sore- 
ness, but quinine and urea often retains its anesthetic 
effect for several days and is sufficient to keep the 
patient comfortable, if a proper technique has been 
carried out. In four or five days after the first 
hemorrhoid is removed, another is treated in the 
same manner, and so on in succession until the 
patient is cured. 

The parts must be handled as gently as possible, 
for post-operative pain is often due to unnecessary 
traumatism. Another factor in the production of 
pain after operations for hemorrhoids is that por- 
tions of cutaneous tissue are included within the 
loop of the ligature. Epwarp L. Cornel. 


LIVER, PANCREAS, AND SPLEEN 


Ménel, E.: Large Tubercular Abscess of the Liver, 
and Its Clinical Diagnosis (Le gros abscés tuber- 
culeux du foie et son diagnostic clinique). Toulouse 
méd., 1913, XV, 277. By Journal de Chirurgie. 

Tubercular abscess of the liver is rare; therefore 
it is not generally taken into consideration in the 
differential diagnosis of soft tumors of the liver. 
There are no special signs to distinguish it from ordi- 
nary abscess of the liver except the absence of fever 
and its slow development. These would indicate it 
to some degree, especially if there is no eosinophilia 
and if Weinberg’s reaction is negative. These signs 
would exclude hydatid cyst, as is illustrated by the 
following case: 

A young man of 25 noticed a small tumor develop- 
ing in the right hypochondrium, and in a few weeks 
it had reached the size of a mandarin. It was pain- 
less at first, but later became sensitive and finally 
painful, which led him to consult a physician. On 
examination a tumor the size of a small orange was 
found under the anterior abdominal wall, absolutely 
immobile, painful on pressure, and showing no 
hydatid thrill. It was round, not nodulated, and 
evidently intimately connected with the border of 
the liver. Ménel immediately thought of hydatid 
cyst, but there was no eosinophilia and Weinberg- 
Parver’s reaction was negative. Then the author 
discovered a sign which has always aided him in the 
diagnosis of tubercular abscesses in the glands or 
elsewhere: a feeling of peripheral induration, with 
an irregular depression in the center. Moreover, the 
patient’s facies was indicative of tuberculosis, and 
there were signs of localized tuberculosis at the right 
apex, therefore, a diagnosis was made of tubercular 
abscess of the liver. This diagnosis was confirmed 
on operation which showed pus that appeared tuber- 
cular. The pocket, which was as large as a man’s 
fist, occupied the convex surface of the liver. After 
being emptied out a large drain was left. The result 
was perfect. The drain was removed on the ninth 
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day and the pocket closed rapidly; at the end of six 
weeks when the patient left the hospital only a small 
fistula remained, which seemed to show a tendency to 
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close completely. A cobra was inoculated with some 
of the pus and when killed three weeks later showed 
very distinct tubercular lesions. J. Dumont. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Gallie, W. E., and Robertson, D. E.: The Perios- 
teum. Canad. M. Ass. J., 1914, iv, 33. 
By Surg., Gynec. & Obst. 
The authors tell of a series of experiments de- 
signed to test Macewen’s theory of the function of 
the periosteum. These consisted of operations on 
animals, in which the bones were denuded of perios- 
teum, or enveloped in tin foil and other materials 
underneath the periosteum. In another series, the 
bones of young puppies were surrounded with metal 
rings or tin foil, placed under the periosteum and 
after the animal had grown considerably the speci- 
mens were recovered. In a third series, the bones 
were injured by saw cuts or fractures and the results 
observed when the injured areas were surrounded 
with periosteum, tin foil, steel plates, or wax. The 
conclusions arrived at were in agreement with 
Macewen’s theory that periosteum acts merely as 
a limiting membrane and is not osteogenetic. 
Osteogenesis appears to be solely a function of the 
endosteum. In relation to the making of bone 
grafts the absence of periosteum in small grafts 
produces no ill effect as the authors succeeded in 
getting all of a series of grafts to take, in spite of the 
complete removal of the periosteum in each case. 


Wagner, G. A.: Family Chondrodystrophy; Etiol- 
ony and Pathogenesis of Chondrodystrophy 
(Uber familiire Chondrodystrophie: Beitrag zur 
Atiologie und Pathogenese der Chondrodystrophie). 
Arch. f. Gynaék., 1913, C, 70. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports a case of direct transmission 
of chondrodystrophy from mother to child. For 
the past few years the influence of heredity and fam- 
ily predisposition in this disease have become better 
known. ‘The transmission is generally from father 
to child; only 11 cases from mother to child having 
been reported. Heretofore, too much emphasis 
has been placed on the changes in the skeleton; the 
whole organism, especially the function of the 
glands with internal secretion, should be studied. 
Recent investigators agree that achondroplasia 
has nothing to do with rickets. 

The histological picture shows irregularity in the 
columns of cartilage cells, which are pushed away 
from each other, especially in the peripheral part 
as if the periosteum had been driven into the 
cartilage. Whether it is a primary abnormality of 


development in the cartilage, a foetal chondritis, 
or whether it is due to bacteria, is not known. The 
author believes that this disturbance in endochondral 
bone formation is associated with abnormally strong 
tension in the direction of the long axis of the bone 
by the hypertrophied muscles, and that this causes 
micromelia. 

It is not known how much the internal secretory 
glands have to do with chondrodystrophy, but it is 
certain they have some influence. Chondrodystro- 
phy cannot be regarded as a premature osteogenesis 
caused by hyperthyroidism, for an enlarged thyroid 
has never been demonstrated in connection with it, 
and the symptoms are in direct contrast to those of 
Basedow’s disease, which is due to hyperthyroidism. 
The author believes it is due to a hyperfunction of 
the reproductive glands. It is certain that hyper- 
function of these glands can cause abnormal develop- 
ment of the muscles and genitalia. This genital 
hyperfunction produces a disturbance resulting in 
endochondral growth of bone and micromelia; the 
latter is increased by abnormally strong traction of 
the hypertrophied muscles. RITTERSHAUS. 


Mutel.: Pathogenesis of Idiopathic Cysts of Bone 
and Swollen Callus (Considérations sur la patho- 
génie des kystes essentiels des os et des cals soufflés). 
Rev. d’orthop., 1913, V, 423. 

By Journal de Chirurgie. 

Mutel endeavors to explain the pathogenesis of 
idiopathic bone cysts. There is perhaps no more 
complex and confused question in bone pathology 
than that of nonparvasitic cysts of the long bones. 

Idiopathic cysts must be distinguished from para- 

sitic cysts caused by echinococci and cysticerci, 

from the cysts of attenuated osteomyelitis, which are 
rather subperiosteal than intra-osseous, and from 
the neoplastic pseudocysts due to the softening and 
partial liquefaction of certain neoplasms of the bone. 

Mutel concludes from his investigation that 
idiopathic cysts of the bones and swollen callus are 
two similar benign affections, with the same etiology, 
found especially in the young and at the juncture of 
the diaphysis and epiphysis. The diagnosis is 
difficult and yet of the greatest importance; the 
disease with which it is most apt to be confused is 
sarcoma. All possible clinical and radiographical 
data must be obtained, supplemented by an exam- 
ination of the living tissue, if necessary, in order to 
avoid a serious and irreparable mutilation. Bone 
cysts may be treated simply by careful curettage, 
by complete immobilization, or even puncture 
followed by medicinal injections. 
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In regard to pathogenesis, Mutel gives the follow- 
ng conclusions: Bone cysts and swollen callus do 
not show any signs of new-growth to explain their 
origin. There is generally a history of traumatism, 
which may have acted on a bone already diseased or 
on a healthy one. If it occurs to a bone already 
affected with fibrous osteitis it hastens its local 
development and causes a deviation in the form of a 
cyst, or if it is applied to a healthy bone it produces 
more or less extensive attrition, but the reparative 
processes are deficient. The traumatism may 
involve a region of the bone that is supplied by 
terminal arteries; because of the absence of a 
collateral circulation a bruised fragment is bathed 
in blood, it is liquefied, and the blood, as it cannot 
be absorbed, becomes encysted. Or an accidental 
cause may exaggerate the phenomena of absorption 
which are combined with those of apposition in 
all repair of bone; this cause may be a defective 
immobilization, the lack of immobilization, or a too 
vigorous massage. 

However ingenious, Mutel’s hypothesis may be, 
it seems to depend too exclusively on the idea of 
trauma, and does not sufficiently explain the dys- 
trophic or inflammatory condition which is the 
origin of all so-called idiopathic bone cysts. 

ALBERT MOUCHET. 


Haller: Osteomyelitis of the Astragalus (Ostéo- 
myélite de l’astragale). Cong. de l’ass. frang. de chir., 
Par., 1913, Oct. By Journal de Chirurgie. 

Haller reports a case of primary osteomyelitis of 
the astragalus, which is a rare disease, as only five 
cases have been published. The author has been 
told of two other unpublished cases, which makes 

a total of eight cases; one case in a man; the rest in 

women. Streptococci and staphylococcus aureus 

were demonstrated in two of the cases; necrosis is 
frequent. In secondary osteomyelitis the lesions 
are peripheral, instead of being central, as in the 
case under discussion; there are no special symp- 
toms; although tuberculosis is generally suspected 
and operation is the only means of eliminating this 





supposition. Radiography is the only means of 
diagnosis. Operation should be performed as 
quickly as possible—drainage and sometimes astra- 
galectomy. J. Dumont. 


Fitzwilliams, D. C. L.: 
Bones in Childhood. 


Syphilitic Affections of 
Clin. J., 1914, xliii, 33. 
By Surg., Gynec. & Obst. 
The terms congenital and hereditary applied to 
syphilis are misnomers, as all forms of syphilis are 
acquired either before or after birth. The differ- 
ent manifestations in the young and in the adult 
are due to difference in resistance and to structure 
of the tissues, especially of the bones. The affection 
called “syphilitic epiphysitis” is better described 
by the term osteochondritis because the epiphysis 
is not affected. The periosteum or perichondrium 
of the entire length of the bone is affected, but the 
symptoms are referred to the joint region because 
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the muscular attachments there cause pain on mo- 
tion. The relative frequency of location is in the 
following order: humerus, radius and ulna, femur, 
tibia and fibula. It may occur in the perichondrium 
of the laryngeal cartilage and prove fatal. The 
patients are practically always less than six months 
old. 

In syphilitic dactylitis, which is rare, there is 
thickening around the joints of the fingers and 
thumb, especially the proximal side as shown by 
réntgenogram; there is no pain, and the bones do 
not break down and discharge. It is rarely seen in 
children over three years of age. 

Periostitis may be local or general. The patient 
is usually over four years old. The local form is 
commonest on the anterior tibia and probably 
starts with trauma. The node of new bone is single 
and does not surround the bone as a sarcoma. It 
is tender but not painful. There is a diffuse or 
generalized form in which the periostitis involves 
the entire shaft. The bones are not very tender 
but there is vague pain, especially at night. This 
is the form in which occurs the anterior saber-like 
bowing of the tibia, distinguished from rachitic 
bowing, which is sharper and just above the ankle. 
There may be an increased growth in the length of 
the tibia, noticeable only when the disease is 
unilateral, due to increased vascularity on the shaft 
side of the epiphyseal plate. 

Syphilitic osteomyelitis is a gummatous mani- 
festation of the disease. The entire thickness of 
the bone is involved. The bone increases in size 
by formation of new bone externally while de- 
struction goes on inside. It may resemble sarcoma 
but is not as well circumscribed as that growth. 
Spontaneous fractures occur. W. A. CLark. 


Boorstein, S. W.: Syphilis of Bones and Joints; 
with a Report of Ten Cases. Surg., Gynec. & 
Obst., 1914, xviii, 46. By Surg., Gynec. & Obst. 

The writer gives a short résumé of the facts known 
up to recent date of the pathology, symptoms, 
radiographical findings, diagnosis, and treatment 
of this condition. He urges the importance of plac- 
ing bone and arthritic cases coming under the 
observation of the orthopedist in the literature so 
that early diagnosis can be made. He adds four 
cases of Charcot’s disease to the literature; one of 
them is a vertebral osteo-arthropathy with de- 
struction of the body of the second cervical with 
pressure paralysis. He emphasizes the following 
points in the pathology: 

1. Bone lesions of hereditary syphilis take the 
form of osteochondritis with gelatinous masses 
under the periosteum with frequent necrosis, while 
in late hereditary syphilis there is the cortical 
thickening with calcareous deposits beneath the 
periosteum. 

2. Acquired syphilis shows the same findings as 
late hereditary: (a) there are bone gummata and the 
periosteum is markedly thickened; (0) hereditary 
joint lesions take the form of exudative arthritis. 
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Fig. 1. (Picqué.) Incisions to open a phlegmon of the 
palm. 


3. Acquired syphilitic joint lesions are rarely 
found in the secondary stage; when present they give 
rise to hydrops. In the tertiary stage, the bones and 
joints are involved and so either the synovial form 
is present or the bones present marked hyperostosis. 
The author reports two cases illustrating acquired 
syphilitic joint lesions simulating tuberculosis, 
where distinct bony changes in the radiograms 
involving mainly the periosteum are present. 


Picqué R.: Surgical Treatment of Infections of 
the Palm of the Hand (Traitement Chirurgical 
des infections de la paume de la main). J. de chir. 
1913, Xi, 409. By Surg., Gynec. & Obst. 

There are few surgical conditions which require 

a more extensive knowledge of anatomy and finer 

application of deductions drawn therefrom than 

infections of the palm of the hand. Picqué, by 
means of good illustrations and clear text, discusses 
the anatomical considerations in regard to the 
synovial sheaths, the abnormal communications of 
these sheaths and the deep cellular tissue of the 
palm in their bearing on the ascending course of 
infections. The important relationship of the tendon 
sheaths to the structures of the palm, the wrist, and 
the forearm are described, after which the author 
tells of his operative technique which is as follows: 

First, it is necessary to differentiate a simple 
phlegmon of the palm, i.e., dorsal swelling, per 
flexion of the fingers, from an infection of the tendon 
sheaths: intense pain, claw-hand from fixed flexion, 
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high fever. The phlegmon of the palm demands 
that the deep layers be opened; this the author 
accomplishes by the same incision he uses to expose 
the deep palmar arch. This incision runs from the 
top of the V of the hand to the second interdigital 
space, exposing the flexor tendons of the four 
fingers. The incision is carried down to the super- 
ficial, palmar fascia which is in turn incised from 
below upward on a grooved director. The termina- 
tion of the cubital artery is cut between ligatures; 
full exposure of the second interspace being made, 
the flexor tendons being left untouched. If the 
phlegmon has its start from near the annular liga- 
ment, a supplementary palmar incision is made, 
beginning at the flexure fold below the wrist and 
running along the hypothenar eminence external 
to the flexor tendon of the fifth finger. Drainage is 
applied to the deep layers of the palm, the tendons 
being easily avoided. 

The suppurative palmar synovitis is conceived 
of as having three stages: (1) Digital synovitis; (2) 
palmar synovitis; (3) phlegmon of the forearm. 
These conditions may exist in any stage, and fre- 
quently the first is rapidly followed by the second 
and third. To illustrate this technique, the author 
cites an imaginary case as follows: 

A prick on the patient’s little finger was followed 
by swelling and pain fixation of the flexor followed. 
The finger is incised on its palmar surface, the tendon 
sheath found involved is opened and pus escapes. 
The next day, fever persists, the tumefaction has 
spread to the entire palm, the hand assumes the 
characteristic fixed flexed position of fingers — pal- 
mar synovitis is present. 

By careful manipulation and palpation, an esti- 
mate of the degree of involvement is formed; if 
pressure at the external border of the hypothenar 
eminence causes a wave to pass towards the digital 
plane an internal palmar incision in the axis of the 
little finger from the summit of the V of the hand to 
within 1 cm. of the root of the little finger is indi- 
cated. The muscle is drawn to the inner side, and 
the tendon sheath opened. The danger is in wound- 
ing the superficial palmar arch at the upper angle 
of the wound. 

If similar signs of pus are present in the forearm, 
an internal antibrachial incision is made parallel to 
the bone, immediately outside the vessels upon the 
convexity of the flexor tendon; the incision extends 
upwards 6 cm. from the inferior fold of the wrist. 
The middle compartment of the infected tendon 
sheath is opened with a blunt instrument after draw- 
ing the flexor tendons outward and exposing the 
sheath deep under them and towards the carpal 
canal. The infection may be limited to these 
regions; however, if it extends to the radial sheath, 
that region is opened in similar manner by making 
an incision parallel and internal to the radial 
vessels; avoiding the vessels, the retrotendinous 
cul-de-sac is located and opened. The external 
palmar incision is begun 1 cm. outside the summit 
of the V and runs to the root of the thumb. The 
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Fig. 2. (Picgué.) Incisions to open a suppurative pal- 
mar synovitis. 


short flexor of the thumb is cut through in order to 
reach the synovial sheath. The thenar branches 
of the median nerve are spared unless the incision 
attacks the annular ligament. 

After thus thoroughly opening the sheaths, 
suitable drainage must be provided for. The author 
condemns pulling drains under the annular ligament. 
Usually the incisions described suffice, but if the 
infection diffuses towards the cellular space in the 
forearm or towards the wrist-joint, section of the 
annular ligament should be done at once because 
the carpal canal is a most dangerous place for pus to 
stagnate on account of its direct relation to the 
wrist-joint and its indirect relation to the forearm 
below the pronator quadrates. The functional 
result following division of the annular ligament is 
good. 

If the infection still spreads up the forearm, the 
two lateral incisions are extended upward as far as 
necessary and transverse subtendinous drainage 
provided for. 

If there is a suppurative arthritis of the wrist- 
joint, one or two supplementary dorsal incisions are 
made after the technique of D’Ollier or Kocher and 
the joint drained by ‘“ X”’-drains. 

The author closes his article with a bfief review 
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Fig. 3. (Picquté.) Complete opening by section of the 
annular ligament. 


of a typical case occurring in his practice and a dis- 
cussion of the advantages of his technique over that 
of Lecéne. Evuts FIscHEL. 


Oberst, A.: Focal Tuberculosis of the Bones of the 
Extremities; with Special Reference to Its 
Metaphyseal Location (Die herdférmige Tuber- 


kulose der grossen Extremititenknochen, mit 
besonderer Beriicksichtigung der metaphysiiren 
Lokalisation). Deutsche Ztschr. f. Chir., 1913. 


cxxiv, 431. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb, 


In the treatment of bone and joint tuberculosis, 
the former customary extensive operations have lost 
ground in favor of more conservative methods, and 
at present, heliotherapy is receiving a great deal of 
attention. A close examination of bone and joint 
tuberculosis shows that the disease generally origi- 
nates in the metaphysis, which accords with the 
fascicular arrangement of the blood-vessels in this 
region of the bone. Modern réntgen diagnosis 
makes it possible to find this focus early, before 
there has been any great dissemination of the tuber- 
culosis. It can be distinguished from a focus due 
to chronic osteomyelitis. In such cases there should 
be no hesitation in removing the diseased focus 
at once, in order to prevent its extending, and, 
particularly, its breaking through into the neighbor- 
ing joint —heliotherapy will hasten the ultimate 
recovery. 
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In disease of the hip-joint the infection generally 
comes from a focus in the metaphysis of the femur, 
more rarely from one in the epiphysis or in the upper 
articular surface. In the knee-joint, foci in the 
metaphyses of the tibia and femur are most frequent, 
while the ankle-joint may become diseased from a 
focus in the metaphysis of the tibia or fibula. In 
calcaneus, there may be foci in the body, the tuber- 
osity, or the anterior-process. In the shoulder- 
joint, primary foci in the metaphysis of the humerus 
are less frequent than primary synovial tuberculosis. 
The elbow-joint is frequently infected from the 
metaphysis of the humerus or ulna, and in these 
cases it may be observed, that as age increases, the 
primary focus has a tendency to approach the 
joint and the olecranon. As the humerus and ulna 
are both supplied by the deep humeral artery, there 
are generally two primary foci in these two locations. 
In the wrist-joint, tuberculosis generally begins in 
the metaphysis of the radius. KIRSCHNER. 


Hammond: Heliotherapy of Rollier as an Adjunct 
in the Treatment of Bone Disease. Am. J. 
Orth. Surg., 1913, xi, 269. By Surg., Gynec. & Obst. 


The method of Rollier in Switzerland is the ex- 
posure to the direct rays of the sun not only of the 
bone sinuses, especially tubercular ones, but the 
entire body of the patient. He begins by short 
exposures to accustom the skin to the heat rays and 
gradually increases the exposure to seven hours a 
day. It is contended that high altitude, 1200 to 
1500 meters, is necessary for good results. Out 
of 450 closed cases of surgical tuberculosis, 393 were 
cured, 41 improved, 11 remained stationary, 5 
died. Of 200 open cases, 137 were cured, 29 im- 
proved, 14 remained stationary, 20 died. The 
author treated 60 cases at a sea level hospital in 
Rhode Island by heliotherapy and noted decidedly 
better results over the previous year as shown by 
average weight, haemoglobin percentages, and 
intangible clinical signs. W. A. CLarK. 


Segale, C.: The Regeneration of the Synovial 
Membrane and the Joint Capsule (Uber die 
Regeneration der Synovialmembran und der Gelenk- 
kapsel). Beitr. z. klin. Chir., 1913, 1xxxvii, 259. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Segale points out that the synovial membrane has 
no endothelium and has a peculiar place among 
connective-tissue formations. His experiments in 

. regard to the regeneration of synovial membrane 

and joint capsule show that an injury of the capsule 

heals and cicatrizes from the pericapsular connective 
tissue, while wounds of the synovial membrane heal 
by regeneration from the edge of the wound. The 
regenerative process closes on the fifteenth day, 
because then the synovial shows a marked differ- 
entiation into an internal and a fibrillar layer. In 
the reparative process the tissue of the capsule, in 
contrast to that of the synovial, is entirely passive. 

The blood which is poured into the joint cavity 

in injuries is quickly absorbed. GRUNE. 


Bulkley, K.: Pneumococcic Arthritis. Ann. Surg., 
Phila., 1914, lix, 71. By Surg., Gynec. & Obst. 

An extensive report is given of 172 cases collected 
from the literature, to which the author has added 
one case coming under his own observation. 

The average frequency of pneumococcic arthritis 
is one in eight hundred cases of pneumonia; it is 
more common in infancy than in any other period 
of life; males are more frequently affected than fe- 
males. An attenuated virus or partial immunity 
of the host favors the occurrence of an arthritis. 
Trauma and previous joint disease play an im- 
portant réle in the causation. Seventy per cent 
of all cases are associated with pneumonia, about 
93 per cent following and 7 per cent preceding the 
lung lesion, the most common date of occurrence 
being within the first two weeks from the onset of 
the pneumonia. 

The portal of entry of the pneumonic infection 
is usually from the mucous membranes of the struc- 
tures connected with the mouth, nose, or pharynx. 
The path of infection is usually the blood stream. 

Seventy-five per cent of the cases analyzed were 
monarticular, twenty-five per cent polyarticular. 
The large joints, as the knee and shoulder, were 
more frequently affected than the smaller ones; 
the lower extremity more frequently involved than 
the upper. In none of the cases analyzed was there 
an infection of the acromioclavicular joint or the 
vertebral column. 

The exudate varies in character from a serous to 
a serofibrinous or serosanguinous fluid to the more 
commonly found thick, creamy, greenish pus. A 
large majority of pneumococcic joints are suppura- 
tive in character. The primary focus in the joint 
may be either in the synovial membrane or in the 
end of one of the bones comprising the joint. The 
symptoms differ but little from those of any other 
septic arthritis. Severe toxemia usually ac- 
companies the process but it may be of such low 
grade infection as to closely resemble a tuberculous 
or gonorrhceal joint. In 45 per cent of the cases 
complications other than pneumonia were present, 
the most common being endocarditis, pleurisy, and 
empyema, meningitis, pericarditis, and septicemia. 

The diagnosis can only be substantiated by an 
exploratory aspiration and bacteriological examina- 
tion by smears, cultures, and animal inoculation. A 
pneumococcic arthritis must be differentiated from 
other acute suppurative joint conditions, tuber- 
culous arthritis, gonorrhceal arthritis, syphilitic 
arthritis, and acute rheumatic arthritis. 

The prognosis is better in the young than in 
older patients but the outlook is always grave. In 
this series there was a mortality of 24 per cent in 
the monarthritis cases and 72 per ceat in poly- 
arthritis and an average mortality rate of about 50 
per cent. The prognosis as to joint function is 
usually good. The treatment should invariably 
be radical, consisting of aspiration, arthrotomy, 
resection, or amputation, as the condition may re- 
quire. Aspiration will suffice in non-suppurative 
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cases only, except as a diagnostic procedure; 
autogenous vaccines and immune sera may also be 
of service. R. B. Corie. 


Rosenau, E. C.: Relation of, and the Lesions Pro- 
duced by the Various Forms of Streptococci, 
with Special Reference to Arthritis. Jilinois 
MM. J, 1604, XEV, 11. By Surg., Gynec. & Obst. 

The author discusses the transmutation of 
pneumococci and streptococci with the various 
lesions produced by them and intermediate forms. 
Streptococcus viridans, which he has converted 
into a pneumococcus by animal passage, is con- 
sidered as intermediate between streptococcus 
hemolyticus and the pneumococcus. Likewise, if 
it is possible for bacteriologists to distinguish 
pneumococcus from streptococcus the former has 
also been transformed into the latter, and the bac- 
teria so produced have all the characteristics recog- 
nized as belonging to them. 

A hemolytic streptococcus, isolated from the 
tonsils of a scarlet fever case, was made to produce 
arthritis repeatedly, with: bacteria found in the 
small blood-vessels around the joint; then exostoses, 
atrophy, and necrosis of cartilage. From these a 
streptococcus viridans was produced which had no 
affinity for joints, but did produce a typical endo- 
carditis with haemorrhages into the valves. The 
same organism was further changed into a pneu- 
mococcus, producing neither of the above lesions 
but a rapidly fatal pneumococcemia. 

From fourteen out of sixteen cases of acute 
rheumatic fever, organisms closely resembling those 
described by Payne and Poynton were isolated from 
the joints, in four of seven from the blood, and in 
two cases from the stools. Injection into animals 
produced fever, arthritis, and endocarditis, re- 
peatedly. At a certain stage of virulence there is a 
marked affinity for the muscles, with a resulting 
myositis of varying grades; further passage causes 
complete loss of this characteristic. One type 
resembling micrococcus rheumaticus caused only a 
simple endocarditis and arthritis. The three types 
from “‘rheumatism”’ have been converted one into 
the other. 

One strain of pneumococcus, which had been 
isolated eight years previously by Neufeld, had 
been kept virulent and described by Cole as one 
having fixed properties, was converted into a 
streptococcus, which, instead of producing death 
by pneumococcemia, produced arthritis and in one 
case, cholecystitis. He shows streptococci having 
a marked affinity for stomach mucosa, producing 
gastric and duodenal ulcers in rabbits, dogs, and 
monkeys, the ulcers being found in the lesions as 
early as twenty-four hours and as late as one month 
after intravenous injection. From four indurated 
gastric and duodenal ulcers but few organisms 
were obtained, principally staphylococci. In two, 
streptococci were found, one stain of which showed 
a marked affinity for stomach mucous membrane of 
dogs and rabbits. C. A. STONE. 





Billings, F.: Clinical Aspect and Medical Manage- 
ment of Arthritis Deformans. [illinois M. J., 
1914, XXV, 14. By Surg., Gynec. & Obst. 

Billings considers arthritis deformans, or rheu- 
matoid arthritis, to be primarily of infectious origin 
and as shown by Rosenow, Payne and Poynton is 
usually due to some form of streptococcus. Since 
the different forms of streptococci are produced, 
possibly by conditions in the tissues, it is rational 
to believe that in different people different strains 
may be grown which cause either endocarditis, 
acute arthritis, chronic arthritis, etc., as the case 
may be. 

There is much confusion in anatomical classifica- 
tion. Various anatomical changes may be found 
in the same case, most likely due to the three differ- 
ent sources of the blood supplies of the joint struc- 
tures, hence the varieties of pathology in chronic 
joint disease. He believes the muscular atrophy 
and contracture is due to a chronic myositis in- 
stead of from nervous influence or as a secondary 
thing. Sometimes muscles are affected without in- 
volvement of the joints, as in the biceps or erector 
spine. Histological examination of these muscles 
shows chronic myositis. Cultures sometimes yield 
coccal forms of organisms. The secondary cause 
of the trouble is probably faulty metabolism man 
ifested by general debility, etc., with a protracted 
illness possibly due to mismanagement in treatment 
and too much medication. There are, however, 
some changes which are not understood, where a 
number of bones have become fused into one mass. 

For the above reasons, the author thinks arthritis 
deformans a clinical entity which is caused by a 
chronic focal infection, generally in the nose, throat, 
or mouth, rarely elsewhere. The streptococci 
found are capable of mutation. This clinical 
entity may be differentiated from other chronic 
arthritides by thorough examinations. 

The first examination of the patient probably 
shows arthritis deformans instead of some other 
chronic joint trouble. This settled, the next step 
is to discover the source if possible and remove it. 
If there have been frequent attacks of tonsillitis 
and the tonsils look abnormal, Billings advises 
their removal; even if no other focus is found he 
thinks it is well to remove them anyway. The 
tissue should be used to make cultures and to ob- 
tain autogenous vaccines which are used to give the 
patient injections. He thinks stock vaccines and 
phylacogen are useless. Vaccines should be con- 
sidered the least important part of the treatment. 
After removal of the apparent cause an effort should 
be made to improve the personal hygiene: general 
nutrition, nervous balance, variety of food, sun- 
shine, etc., then passive and later active motion. 
Deformities should be corrected by operation if 
necessary. An attempt was made by the author to 
use a prepared horse-serum, but in a few cases 
anaphylaxis became so alarming that further at- 
tempts were given up. Even in those cases where a 
cure is not possible the writer thinks the course 
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of the disease can be checked. The most difficult 
thing to be overcome is the chronic muscular change; 
even here, however, autogenous vaccines obtained 


from local cultures promise better results. The 
case demands long and careful watching. 
C. A. STONE. 


Gillette, A. J.: The Importance of Orthopedic 
Treatment in Tuberculous Joints, Based upon 
Twenty-Five Years’ Experience in Four Thou- 
sand Ten Cases. J.-Lancet, 1914, xxxiv, 4. 

By Surg., Gynec. & Obst. 


Gillette reviews his experience in the treatment 
of 4,010 cases of joint tuberculosis, and states that 
tuberculin has been of little or no value in the 
diagnosis or treatment of these cases and that the 
X-ray also had been of little value. In some cases 
where the X-ray indicated apparently only a small 
focus of infection it was found on operation that the 
disease was much more extensive and not amenable 
to operative treatment. In fact, operation except 
the occasional aspiration of abscesses is very sel- 
dom advisable in the treatment of any of these 
cases. In a series of cases which could be carefully 
analyzed, the author reports 80 per cent of cures. 
By cure is meant there was no evidence of any 
active disease, no apparent deformity, a good 
functional limb. Many of the remaining 20 per 
cent died of some other disease than tuberculosis. 
The author states that he has never seen a bony 
ankylosis in an uncomplicated tuberculous joint. 

GeEorGE I. BAUMAN. 


Els, H.: The Treatment of Tuberculosis of the 
Knee-Joint; and Its Results (Uber die Behand- 
lung der Tuberkulose des Kniegelenks und ihre 
Erfolge). Beitr. z. klin. Chir., 1913, lxxxvii, 51. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Els reports 454 cases of tuberculosis of the knee, 
treated clinically by Garré in Breslau and Bonn, 
with especial reference to the comparative results 
from operative and conservative treatment; over 
two-fifths of the cases occurred during the first ten 
years of life; in sixty-six cases there was hereditary 
taint; while 40.4 per cent were of synovial origin. 
The treatment was not routine, but was individu- 
alized, taking into account the ageand social position 
of the patient, as well as the objective findings. 
Operation was performed only where there were 
foci in the bone that could be seen in the réntgen 
picture, where the process was advanced and com- 
plicated by abscesses and fistulae, or had led to 
severe contractures and subluxations; in all other 
cases conservative treatment was attempted; rest, 
injection of iodoform gylcerine, and heliotherapy. 
Bier’s hyperemia is no longer used, and good re- 
sults were obtained from réntgen treatment in only 
a few cases. 

Of the 133 cases treated conservatively, after 
subtracting those still under treatment and those 
who had been dismissed less than a year, reports 
were obtained from 86, 51.2 per cent of whom showed 
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good results; 45.3 per cent bad; and there were 16 
deaths. Of 317 cases operated upon, arthrectomy 
was performed in 13 cases. Of the four reported on, 
two had moderately good results, one was resected 
later, and one died later. Amputation was per- 
formed in 32 cases, 17 of which were reported; ten 
of them are well, with stumps capable of bearing 
their weight; four still have fistulae and pain; and 
three died of miliary, pulmonary, and kidney tuber- 
culosis. 

Resection was performed in 268 cases, 114 of 
whom were under 15 years of age. The immediate 
results showed 87.73 per cent recoveries; 5.59 per 
cent improvements; 0.74 per cent not cured (recur- 
rence); 3.73 per cent amputated afterwards; 2.24 
per cent deaths — that is, 93.3 per cent good and 
6.7 per cent bad results. Permanent results, over 
a year after the operation, were reported in 188 
cases, 14 of whom died. If we subtract from the 
remainder, cases which showed a shortening of 
over 5 cm., there are still 83.6 per cent of excellent 
results (Kénig 75 per cent). Even in children with 
severe changes in the bones, abscesses, fistula, and 
poor general condition, conservative resection is 
indicated. VoORDERBRUGGE. 


Syring: Treatment of Tuberculosis of the Joints of 
the Foot, and Its Results (Uber die Behandlung 
der Tuberkulose des Fussgelenks und ihre Erfolge). 
Beitr. z. klin. Chir., 1913, \xxxvii, 88. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author’s work is a supplement to Garré’s 
report at the 1913 Congress, and gives a statistical 
account of Garré’s material at Kénigsberg, Breslau, 
and Bonn, in the special field of tuberculosis of the 
foot. His special object is to show the results of 
treatment. Of the 222 cases, 65 per cent occurred 
in the first two decades of life, one-fifth showed 
hereditary taint, and 46 per cent had other tuber- 
cular affections. The proportion of osseus to 
synovial tuberculosis was about two to one. The 
chances of recovery grew slighter as the number of 
joints involved increased; with the formation of 
periarticular abscesses and fistulas, which were 
observed 103 times; and with disease of the tendon 
sheaths, which occurred in 76 cases. 

Children showed a tendency to contractures 
which led to club-foot, while adults showed more of 
a tendency to flat-foot, which caused mistaken 
diagnoses in 10 per cent of the cases. Mistaken 
diagnoses may be avoided by repeated réntgen ex- 
aminations in various positions. 

Conservative treatment, repeated injections of 
iodoform glycerine, and plaster casts, in conjunction 
with general treatment, brine baths and soft soap 
inunctions, and heliotherapy, where possible, had 
to be given up in 114 cases, but where it was carried 
out it gave good results in 75 per cent of the cases. 

The choice of cases is important and only those 
should be selected in which one, or, at most, two 
joints are involved, and where chiefly the capsule is 
affected, without large foci in the bone. The ma- 
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jority of the cases of foot tuberculosis that came to 
the clinic were not suited for conservative treat- 
ment. Excochleation and wedge resection were 
indicated in only a few of the cases. Therefore the 
typical resection was preferred, and was made use 
of in 45 per cent of all the cases treated, and in 53 
per cent of the operative cases. 

In tuberculosis of the anterior part of the foot, 
even when only one bone, the cuboid, was involved, 
transverse resection was performed with KGnig’s 
bilateral incision, which leaves the least deformity 
and offers the best chances of removing the diseased 
focus without opening it. The tendons do not need 
to be shortened for they adapt themselves to the 
altered condition. In the treatment of the upper 
ankle-joint, arthrectomy was never performed, but 
the cartilage was always removed, frequently with 
a part of the bone. 

Recently Garré has preferred, almost exclusively 
the total removal of the astragalus, with superficial 
resection of the os calcis, with Kénig and Bruns’ 
incision. The removal of the astragalus is the only 
procedure that gives a sufficient view of the field, 
and it does not give any worse functional results 
than wedge-shaped resection; moreover, in one- 
third of the cases the articulation between the 
astragalus and tibia was also involved. The short- 
ening caused by the removal of the astragalus is 
compensated for during the years of growth, by 
placing the os calcis in an oblique position, which 
the author explains as being analagous to Nikola- 
doni’s treatment of flat-foot by increasing the func- 
tion of the muscles of the sole, which is accomplished 
by bringing the points of insertion nearer and by 
atrophy of the antagonistic peroneal muscles. 

In adults, the os calcis is left in position, and it 
almost always results in flat-foot. In a few cases, 
on later examination, a functionating new joint was 
found, but generally a firm ankylosis is the best that 
can be done, as walking is made easier by increased 
mobility of Chopart’s and Lisfranc’s joint. Slight 
mobility generally causes pain from deformity. Of 
75 cases of resection of the articulation between the 
astragalus and the tibia examined later, 49 showed 
good results, and some showed remarkable func- 
tional capacity. In the first two decades of life the 
proportion of successful to unsuccessful cases is 75 
to 25, in adult life it is 53 to 47. Foot tuberculosis 
in youth is the chief field for resection. Amputation 
had to be performed in 45 cases, 30 of which were 
soon able to return to their work. SIEVERS. 


Robinson, W.: Torn Semilunar Cartilages. 
M. J., 1914, i, 133. 


Brit. 
By Surg., Gynec. & Obst. 

There can be a tear without displacement, 
according to the author, but no displacement 
without a tear, and he thinks that the term ‘“‘torn” 
should displace “dislocation” in speaking of this 
condition, the frequency of which he accounts for 
on anatomical grounds. The outer convex border 
of the internal semilunar cartilage is attached to 
the capsule of the joint rather firmly in the posterior 
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half but loosely in the anterior half. The quadriceps 
extensor sends slips down on each side of the patella 
to be inserted into the capsule of the joint. Whena 
strong contraction of the quadriceps occurs, it pulls 
on these lateral slips of insertion and in doing so 
tends to pull the anterior half of the internal semi- 
lunar cartilage out in such a position that it can be 
caught between the condyle of the femur and the 
head of the tibia. 

When the knee is bent and the leg rotated out- 
wards, or the thigh inwards, the capsule being loose, 
the anterior half of -he cartilage is obliquely 
stretched across the articular surfaces immediately 
in front of those parts of the internal condyle and 
the head of the tibia which are in close contact. 
Should a sudden extension occur, the cartilage is 
nipped, and as extension continues, the capsule is 
forcibly pulled outward by the contraction of the 
quadriceps and, as the cartilage cannot follow, a 
rent in its substance occurs. As a general rule, the 
author says that if the femur has been rotated in- 
wards, or the leg outwards, the inner meniscus will 
almost always be found torn. If the rotation of 
the femur is outwards, or the leg inwards, one 
cannot be so certain that it will be the outer menis- 
cus which will be found ruptured. 

The treatment, he says, is operation. One point 
in the technique is that the sutures in the capsule 
are made interrupted, wide apart, to allow of the 
escape of synovial fluid and so prevent subsequent 
distention of the joint —no splint is used. He 
reports 24 cases: 22 internal semilunar, and 2 exter- 
nal cartilages. M. S. HENDERSON. 


FRACTURES AND DISLOCATIONS 


Peckham: Mechanical Treatment of Some Frac- 
tures. Am. J. Orth. Surg., 1913, xi, 250. 
By Surg., Gynec. & Obst. 

There is now beginning a reaction against the 
open treatment of fractures which is the outgrowth 
of many cases of sepsis and some fatalities in plating. 
Future treatment will be along purely mechanical 
lines and mechanical ingenuity will be more freely 
displayed by surgeons. 

The author reports ten cases of fracture of the 
lower end of the humerus and of both bones of the 
leg, all but one of which were treated without 
operation. For convenience in applying casts on the 
leg he uses a small Bradford frame with a windlass 
by means of which extension is obtained. The 
réntgen ray should be freely used in case of fracture, 
not only for diagnostic purposes but after reduction 
to insure proof of results. A portable apparatus 
with storage battery is recommended for cases 
which for any reason cannot be removed to a 
réntgen laboratory. W. A. CLARK. 


Magruder, E. P.: The Treatment of Fractures. Am. 
J. Surg., 1914, xxviii, 1. By Surg., Gynec. & Obst. 


Under the above title Magruder gives the con- 
clusions which he has reached as a result of a large 
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experience in the treatment of fractures by both 
methods of treatment. At the outset he states 
that, in his opinion, the closed fracture in cases in 
which it can be properly kept as such always unites 
more quickly than the closed fracture healed by the 
open method. He cites operative trauma and the 
application of a foreign body as the chief factors 
in the production of delayed union. Contrary to 
the experience of Lane, he holds that steel plates 
actually retard consolidation, even in cases where 
there has not been the slightest evidence of infection 
of the soft parts. Bony union following fracture of 
the femur will be as far advanced in six or seven 
weeks, in the absence of foreign bodies, as it would 
have been in ten weeks had steel plate been used, 
according to our author, who observes: 

1. The ideal treatment of fractures is the closed 
method when by it reduction can be maintained. 

2. Next is the open method of reduction without 
the introduction of a foreign body when by this 
method reductien can be maintained. 

3. Open methed with the use of the least possible 
amount of foreign material. 

Indications for operation in a closed fracture are: 
(1) When complete reduction is impossible; (2) 
interposed soft parts; (3) spinal fractures with 
separation; (4) when apposition cannot be main- 
tained; (5) multiple fractures; (6) rotation of frag- 
ments; (7) injury to blood-vessels and nerves; and 
(8) marked deformity. 

The advantages of the open method are: (1) 
Better union; (2) relief from pressure on nerves; 
(3) anatomical reduction; (4) removal of interposed 
soft parts; and (5) less danger of ankylosis in artic- 
ular fractures. 

Magruder advises the earliest possible operation, 
with a thorough washing away of blood-clots, He 
recommends the following treatment of compound 
fractures: 

1. If there is extensive comminution of the bone 
and irreparable damage to blood-vessels and nerves, 
immediate amputation is advised. 

2. When amputation is not indicated, after the 
wound is disinfected, the fragments should be re- 
placed and the wound healed as a closed fracture. 
Anti-tetanic serum should be given if indicated. 

The author advocates the use of a “‘tinned- 
steeled-annealed wire’ as the most trustworthy 
suture material, and further, he condemns the use 
of plates and clamps because they are ‘“‘ cumbersome, 
of unnecessary size and weight.”’ ~~ [stporE Coun. 


Lisowskaja, S.: The Treatment of Ununited Frac- 
tures and Pseudarthroses with Injections of 
Periosteum Emulsion (Zur Behandlung nicht 
konsolidierter Frakturen und Pseudarthrosen mit 
Injektionen von Periostemulsion). Chir. arch. 
Veliaminova, 1913, XXix, 792. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After describing the animal experiments performed 
by Nakatar, Dilgen, and Sasaki, the author re- 
ports 5 cases: 2 uncomplicated fractures of the fe- 
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mur; 1 fracture of the leg; 2 pseudarthroses of the 
knee-joint after resection. Flaps of periosteum were 
taken from the anterior surface of the tibia and 
cut up into bits, 1 to 114 mm. in size, which were 
washed in physiological salt solution and injected 
between the ends of the bone; afterward the skin 
was sutured and a plaster cast applied. The author 
always incises the skin to avoid carrying in skin 
bacteria. In four cases consolidation followed after 
several months. In one case of pseudarthrosis of 
the knee-joint, ossification did not take place as 
the patient was very cachectic from tuberculosis. 
Microscopically, during the second operation, su- 
ture of the pseudarthrosis, foci of necrotic and 
granulation tissue could be seen, and also cartilage 
in the process of formation. Hse. 


Colvin, A. R.: Fractures of the Tibia and Fibula 
at the Ankle-Joint. Surg., Gynec. & Obst., 1914, 
XViii, 99. By Surg., Gynec. & Obst. 

Lesions occurring at the lower ends of the tibia 
and fibula are very varied in character, requiring 

the radiograph usually for differentiation and a 

guide to treatment. Pott’s original description of 

the fracture, which bears his name, was that of a 

fracture of the fibula, above the inferior tibio fibular 

joint, and a rupture of the internal lateral ligament. 
The author’s observation and perusal of illustrated 
literature of this subject convinced him that Pott’s 

fracture, in the strict sense, is a rare injury. In a 

series of sixty cases, Pott’s fracture occurred but 

once, the remaining fifty-nine being made up of 
eight different lesions — bimalleolar fractures being 
the most frequent. Various lesions here are pro- 
duced by predominating everting or inverting forces. 

These forces used as corrective measures in either 

direction may result in a deformity opposite to the 

one caused by the original injury. Adduction or 
inversion of the foot is not necessary as a retention 
dressing, except in Pott’s fracture, and, if used in 
bimalleolar fracture, is very liable to result in 
deformity. 

Pott’s fracture must be put up in inversion, to 
approximate the torn structures at the inner side 
of the foot during healing. 


Young: Recurrent Anterior Dislocation of the 
Shoulder. Am. J. Orth. Surg., 1913, Xi, 243. 

By Surg., Gynec. & Obst. 

Some of the causes of recurrent anterior disloca- 
tion of the shoulder are: (1) A large laceration of 
the capsule on the anterior side, (2) a lax condition 
of the capsule proper, (3) fracture of the inner edge 
of the glenoid cavity, (4) atrophy of the musculature 
on the affected side, and (5) rupture of the outward 
rotators of the humerus. The first recurrence may 
be weeks or months after the primary dislocation 
and may result from a slight exertion, as merely 
turning over in bed. Operation of overlapping the 
capsule or of excision of part of it and suture of the 
edges is suggested to prevent recurrences. 
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The author prefers to divide the lower portions 
of the insertions of the pectoralis major and of the 
latisimus dorsi muscles, put the arm in extension 
for two weeks and thus produce a lengthening of 
these tendons so that the muscles cannot, through 
contraction of their lower portions, produce the 
dislocation. In muscular persons it is difficult to 
divide both tendons through one incision. The 
incision is made over the space between the deltoid 
and pectoralis major, exposing the bicipital groove, 
the cephalic vein is displaced outward, the tendons 
picked up on a hook and the lower portions divided. 

W. A. CLARK. 


Thomas, T. T.: Habitual or Recurrent Disloca- 
tion of the Shoulder; Eighteen Shoulders 
Operated on in Sixteen Patients; a New Axii- 
lary Operation. Surg., Gynec. & Obst., 10914, 
XVili, 107. By Surg., Gynec. & Obst. 

The reported results of capsulorrhaphy are almost 
uniformly favorable. In 12 of the 18 shoulders 
operated on, an incision anterior to the axillary ves- 
sels was employed, in 7 there was a posterior axillary 
incision, one having been operated on by both 
methods. The anterior axillary operation is pre- 
ferred to those previously employed, but the poste- 
rior axillary operation to the anterior, because it 
is safer, more easily and quickly performed, no mus- 
cles are divided, and in 3 of the last 4 cases no 
ligatures were employed. The patients, usually, 
left the hospital in a week, and several returned to 
work in three weeks or less. 

In 5 of the 18 cases, dislocation occurred after 
operation, in 1 after two operations. This case was 
probably incurable by capsulorrhaphy, because of a 
large defect in the humeral head and because the 
patient had powerful epileptic convulsions. In 
another epileptic, the anterior half of the glenoid 
cavity had been worn away, but permission had 
not been obtained to do more than a capsulorrhapy. 

In a second operation the glenoid cup was re- 
shaped and the capsule contracted (Hildebrand), 
and no further dislocations have occurred after 
two and one-half years. The first operation was 
known at the time to be inefficient. In the third of 
these 5 cases, during heavy-weight wrestling, 
which had been indulged in for two years, an 
opponent fell on the arm of the side operated on 
while it was in abduction, and dislocated the 
shoulder, three years after operation. He had had 
no further dislocations, a year later. 

In the fourth case, in the first nine months after 
operation — 4 years ago—there occurred from 
severe violence on two occasions, a subluxation 
with immediate spontaneous reduction. The pa- 
tient has used the arm vigorously since in swimming, 
tennis, and baseball playing, but has had no 
further dislocations. 

In the fifth case, a complete dislocation occurred 
from severe violence, seven months after operation, 
but in six months’ vigorous use of the arm since, he 
has had no further dislocations. 


All the patients have been advised to use the arm 
after operation as freely as the other. Of the 13 
cases in which no dislocation has occurred since 
operation, some are athletes and 3 are epileptics, 
one of the latter having had more than 68 con- 
vulsions since the operation. 

A dislocation after operation necessitates a new 
laceration of the capsule, the cicatricial contraction 
of which prevents a second recurrence after opera- 
tion, in most cases. In one case, there was no dis- 
location, but a year and a half after operation — 
more than four years ago — when there was nearly 
full motion and power of the arm, there occurred a 
tear fracture of the glenoid margin from vigorous 
boxing, a sinus developed, and finally the head of the 
humerus was excised, which was the operation of 
choice before capsulorrhaphy. 

Of the 18 operations, therefore, it may be said 
that 16 were successful, 1 partially successful, and 1 
a failure, but even in the latter case the patient is 
no worse than he would have been without the 
operation. 


Sherman, H. M.: Congenital Dislocation of the 
Hip; a Rational Method of Treatment. Surzg., 
Gynec. & Obst., 1914, xviii, 62. 

By Surg., Gynec. & Obst. 

The author describes briefly the common major 
deformities of the joint components found in the 
condition complex of congenital dislocation. These 
are incompetencies in all the anatomical parts, which 
interfere with or wholly prevent the fitting of the 
bones to each other after a reposition. Among these, 
antetorsion of the upper end of the femur is em- 
phasized, by which is meant a twisting forward of 
the neck and head and backward of the trochanter, 
so that when the toes point forward the neck and 
head also point forward. This antetorsion can be 
recognized by taking two radiograms, one with the 
toes pointing forward, when the head and neck show 
foreshortened, and the other with the leg rotated in, 
so that the toes point to the opposite foot, when the 
head and neck show in profile, and their ability to 
enter and remain in proper relation to the acetabu- 
lum can be estimated. The persistence of this 
antetorsion untreated is the greatest cause of reluxa- 
tion. It is pointed out that the capsule and its 
constriction at the upper part of the acetabulum 
is the major obstacle to reposition, and that this 
constriction is always present except in a very small 
number of the cases. 

The method of treatment contemplates a reduc- 
tion of the dislocation by an incision; this incision 
lies between the long head of the rectus femoris and 
the tensor vagina femoris, and so avoids cutting any 
cutaneous or muscular nerves. It enters the capsule 
just beneath these muscles, and the gloved finger 
can then enter the capsule also. By flexing the 
joint the capsule is relaxed, and the finger can direct 
a long, straight, probe-pointed knife to and through 
the constriction. The capsule must be cut in a direc- 
tion downwards enough to open a space through 
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which the femoral head can pass. Reduction is 
then usually easy. 

The limb must then be extended and abducted at 
the hip, and also rotated in, especially if the ante- 
torsion is present. 

In closing the wound, the capsule is not sutured. 
The child is put in a double plaster of Paris spica, 
and kept there for from four to six weeks. At the 
end of that time the splint is removed, and if there 
is an antetorsion of the shaft a nail is driven into 
the trochanter, and then subcutaneous osteotomy 
is done below the nail, in the upper part of the shaft. 
With the nail the smaller fragment is held in proper 
correlation to the acetabulum, and the larger frag- 
ment is rotated out, so that the toes again point 
forward. The patient is once more put into a 
plaster of Paris spica, the nail remains in place 
from four to six weeks, and is then removed. The 
long spica is replaced by a shorter one, walking 
beginning about three months after the osteotomy, 
with the leg still in the splint 

With this technique of reduction through an inci- 
sion, which really reduces, and osteotomy when it 
is necessary to fit the component parts of the joint 
to each other, the patients have a full 100 per cent 
of their chances for a practical joint. It is not possi- 
ble to recreate bony deficiencies, nor to perfectly 
fit together wholly mismatched parts, but with a 
practical acetabulum and a practical head and neck 
the method should give a practically normal joint. 
A joint is a mechanical contrivance, and the test of 
its mechanical competence is its functional com- 
petence. A joint which has a functional competence 
equal to that of a normal joint is itself a normal 
joint. In many instances the radiogram may show 
variations in shape, size, and other details from the 
generally accepted form, but if the function is equal 
to that of a normal joint it is claimed that it is a 
normal joint. This treatment has given 70.3 per 
cent of functionally normal joints. 


SURGERY OF THE BONES, JOINTS, ETC. 


Van Duyn, E. S.: Deductions from Our Experience 
at the Hospital of the Good Shepherd in the 
Open Treatment of Fractures. Am. J. Surg., 
1914, Xxviii, 8. By Surg., Gynec. & Obst. 

The author believes that asepsis is the keynote 
to success and he emphasizes particularly the 
necessity of trained assistants. Attention is di- 
rected to the great importance of interposed soft 
parts as a cause of inability to reduce fracture dis- 
placements by the closed method. Plates have 
been discarded by the author because in his ex- 
perience 75 per cent have subsequently had to be 
removed. 

The author summarizes as follows: We hold that 
the open treatment of fractures is more scientific 
and gives better results than the older method in 
those cases where complete reduction cannot be 
immediately accomplished and maintained; that 
the dangers of the open method of treatment lie 
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only in faulty technique; that excepting where it 
is necessary to bridge a gap, foreign material, 
other than sutures, should not be introduced; that 
when such foreign material is necessary, bone from 
the patient himself is the best; that all cases should 
be examined at regular intervals with the X-ray to 
determine the amount and extent of callus formation, 
and when failure in such formation is manifest in 
spite of early manipulations, strain, pressure, and 
massage, known therapeutic and mechanical means 
to induce local hyperemia and promote bony de- 
posits, should be employed. IstporE CoHN. 


Moorhead, J. J.: Transfixion Treatment of the 
Shaft of the Femur; Dislocation of the Elbow 
with Compound Fracture of the Forearm. 
Med. Fortnightly, 1914, xlv, 33. 

By Surg., Gynec. & Obst. 


A case of femoral neck fracture in a woman of 63 
was treated by Whitman’s abduction plaster spica 
method with a shortening of one inch, a slight limp, 
and free motion in joint as the result. The author 
also reports seven cases of femoral shaft fractures 
which were treated by putting through the femur, 
just above the condyles, a steel drill long enough to 
protrude on each side of the thigh. 

The method of procedure consisted of: Anes- 
thesia; one-half inch incision; a hole drilled by a 
Yankee drill; a steel drill thrust through to the skin 
on the opposite side, then pushed through the skin, 
and a cord attached to each end from which is 
obtained the hold for traction which is applied in 
much the same manner as ordinarily. The patient 
is put to bed on an inclined plane, and a weight of 
eight pounds is attached, the weight being increased 
gradually up to fifteen pounds. 

The author claims that with this method there is 
much less danger of infection than in plating, and 
it takes few instruments, thus permitting perform- 
ance in the home. He admits that there is less 
control of lateral deformity, but thinks this is more 
than compensated for in the less frequent shortening 
from overlapping. The weight is kept on for eight 
weeks. The steel drill will then be loose and can be 
withdrawn easily. The case of elbow dislocation was 
reduced under anesthetic, but on attempting re- 
placement of the accompanying forearm fracture 
he met with failure. On the eighth day the radius 
was plated .and by a small incision over the ulna 
it was easily sprung into place. C. A. STONE. 


Spiegel, N.: Accidents in Nail Extension (Zufille 
bei Nagelextension). Dissertation, Berlin, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author discusses, with interesting statistics, 
the following subjects: The extension method, 
Bardenheuer’s adhesive plaster extension, nail- 
extension, over-correction, pain and_painlessness, 
swelling of the joints, genu valgum, ankylosis, 
breaking off of the nail, loosening of the nail, cut- 
ting through of the bone, incorrect application of 
the nail, necrosis of the skin and bedsores, danger 
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of infection, long duration of nail extension, forma- 
tion of fistula, too long time required for recovery, 
rises of temperature. He discusses 18 of 20 cases, 
in which Steinmann’s method of nail extension was 
used. Of the 18 cases, 14 were fractures of the lower 
extremity; in 4 there was congenital dislocation of 
the hip; 11 of them were male, 7 female; the ages 
ranged from 9 to 63 years. 

In one case, a man of 45 years, which is described 
in detail, the nail extension treatment of a fracture 
of the upper femur resulted in several accidents: 
Diastasis, severe pain, later dislocation, genu val- 
gum position, breaking off of the nail. Because of 
the possibility of over-correction the nail extension 
treatment needs to be very carefully watched, which 
is only possible in hospitals. The practitioner may 
meet with many unpleasant surprises on this 
account, such as displacement of the fragments, 
cedema, disturbances of the circulation, and atrophy. 
The patients react very differently as regards pain; 
however, very severe pain is unusual; swelling of 
the joint during and after nail extension is not 
unusual. From the fact that knock-knee resulted 
in 2 cases, the conclusion is reached that the trac- 
tion in many cases may have a harmful effect on 
the ligaments of the joints. 

Ankylosis also occurs rather frequently. In the 
author’s cases this lasted a considerable time, and 
was apparent on the later examinations. In a con- 
siderable number of fractures of the lower extremity, 
movements of the joints, especially the knee-joint, 
cannot be carried out during traction, or if so, only 
with the greatest difficulty. In four of the author’s 
cases there was stiffness of the joints. Steinmann’s 
treatment is not superior to adhesive plaster exten- 
sion on this point: in the former, ankylosis takes 
place in the extended position, in the latter in the 
flexed position. But it must be acknowledged that 
the ankyloses following nail extension are more 
amenable to mechanotherapy than those following 
adhesive plaster extension. 

There is frequently ankylosis of the foot-joint 
also, for in fractures of the lower femur the cal- 
caneus is generally used as the point of insertion for 
the nail. The author has had the nail break off 
three times, and, in a fourth case, it could be seen 
from the réntgen picture that if traction had been 
continued any longer it would have broken off. 

Among some of the most important disadvantages 
of the various forms of apparatus the author men- 
tions: Loosening and turning of the nail, cutting of 
the bone by the nail, displacement, breaking of the 
nail, bedsores, and necrosis. There is no doubt that 
the nail fistule observed so frequently in nail 
extension—5 times in 8 cases— are due chiefly to 
the moving of the nail in its canal. The author 
has constructed an apparatus by means of which 
these technical difficulties and their clinical con- 
sequences are avoided. A further technical difficulty 
lies in the fact that the nail is sometimes not applied 
properly, with the result that the bone may be 
cut by the nail, and other unpleasant results may 
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follow—pressure from the nail may injure the skin, 
frequently resulting in necrosis. In the author’s 
18 cases there were 8 cases of bedsore. The ulcer 
offers great danger of infection; the long duration of 
the traction is also a further disadvantage—in the 
author’s cases the average was 19 days, the time 
ranging from 8 to 31 days. 

So far, there is no known way of avoiding the 
danger of infection in nail extension. Fistule are 
frequent, occurring in 5 out of 18 cases. In a o- 
year-old girl, nail extension was undertaken for 
a viciously healed fracture of the upper femur— 
there was a fistula at the site of the nail for more 
than 2 years. The average duration of the hospital 
treatment was 77 days, ranging from 23 to 146. 
Most of the cases were severe fractures. In 8 
cases there was a rise in temperature. Fritz Lors. 


Nové-Josserand, Rendu, A., and Michel, P.: Four 
Cases of Codivilla’s Nail Extension in the Treat- 
ment of Fracture of the Femur in Children 
(De l’extension par le ‘‘clou de Codivilla’” dans les 
fractures du fémur chez l'enfant, quatre observa- 
tions). Rev. d’orthop., 1913, v, 487. 

By Journal de Chirurgie. 

The authors report very satisfactory functional 
results obtained by extension with Codivilla’s nail 
in four cases of fracture of the femur with great 
displacement of the fragments. They admit that 
traction on the soft parts properly applied and care- 
fully watched, may perhaps give as good results, but 
maintain that traction applied directly to the bone 
gives more exact results than that applied to the soft 
parts, because all the force used is applied directly 
to the reduction of the fracture. By this method 
much heavier weights can be used than in simple 
traction, and the authors have used 44 kg. without 
any serious results, though generally 7 to 8 kg. is 
enough. 

In two children, aged 6, the nail cut the calcaneus, 
but reduction of the fracture was secured. It seems 
to us, however, that it would be preferable to avoid 
injuring the bone by using lighter weights. The 
perforation of the bone by the nail does not have 
any immediate or remote harmful effects; the 
method is simple and does not demand a great degree 
of attention. 

The authors have modified Codivilla’s procedure. 
They make use of his method of traction by a nail 
driven into the calcaneus. This allows continuous 
extension over a pulley of 8 kg. of weight or more, 
but they have provided for counterextension by a 
sort of plaster breeches, making use of the pelvis 
and sound thigh, as in an ambulatory apparatus for 
coxalgia. When the plaster is dry the chiid is put 
in a bed furnished with a rigid trough as for coxalgia. 
The thigh covered by the plaster is laid parallel to 
the edges of the trough so that the line of the iliac 
spines is perpendicular to the axis of the body; then 
counterextension is made by fixing two straps to the 
waist of the cast and tying them to the head of the 
bed. In this way, as the counterextension is made 
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through the intermediary of the plaster apparatus, 
the force applied is distributed over all the points 
covered by the latter, so that it is much more 
efficacious and much better supported. 

The authors conclude that Codivilla’s method, 
modified in this way, is excellent for children and is 
not at all dangerous or serious. They emphasize 
the dangers for children and adolescents who have 
not yet finished their growth, of Steinmann’s meth- 
od, which drives the nail into the periphera! seg- 
ment of the epiphysis. The articular cartilage is 
thus injured and irreparable injury may be done to 
the future growth of the bone. ALsert Movucuet. 


Brickner, W. M.: Metal Bone-Plating, a Factor in 
Non-Union; Autoplastic Bone-Grafting to 
Excite Osteogenesis in Non-Union of Fractures. 
-lm. J. Surg., 1914, xxviii, 16. 

By Surg., Gynec. & Obst. 

Brickner cites two cases of non-union following 
the use of bone-plates in fractures of the femur. 
He removed the plates and introduced an osteo- 
periosteal graft from the tibia over the site from 
which the plates had been removed. ‘The graft 
was held in place by suturing over it periosteum and 
muscle. Firm union resulted in both cases. His 
conclusions are: 

1. A metal plate screwed to a fractured bone can 
of itself cause delayed union and non-union. 

2. The use of metal plate and screws is not ad- 
vised in any open operation in which simple reduc- 
tion or reduction of the application of an auto- 
plastic fresh bone-splint-graft would be sufficient. 

3. Neither a 358 metal plate nor an additional 
plaster cast can be depended on to maintain the 
alignment of a fractured femur in a muscular thigh. 

4. Study of the radiographs shows a gradual 
fusion of the bone-graft with the femur and affords 
no indication of rarefaction or-absorption of the 
graft itself. IsmporE COHN. 


Albee, F. H.: The Inlay Bone-Graft as a Treatment 
of Ununited Fractures; Report of Fifteen Suc- 
cessful Cases. .1m. J. Surg., 1914, xxviii, 20. 

By Surg., Gynec. & Obst. 

After a study of 205 bone transplants of varying 
character, the author concludes that Lane plates 
and other internal metal splints, when applied to 
ununited fractures of long standing, are a hindrance 
rather than an advantage in securing bony union. 
Albee believes that the indications for treatment in 
fresh fractures and ununited fractures are entirely 
different. In fresh fractures temporary fixation 
only is necessary to insure union, as the osteogenetic 
function is active, and in the presence of accurate 
apposition union rapidly occurs. The Lane plate 
in suitable cases fulfills all requirements. 

In ununited fractures there is diminution of the 
osteogenetic activity. Here the indications are 
fixation and stimulation of osteogenesis on the part 
of the fragments and an osteogenetic scaffold. The 
bone-graft fulfills these requirements, and further, 
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the bone graft not only stimulates callus but grows 
bone on its own account; the plate furnishes but 
one of these requirements, namely, fixation. 

In twelve cases Albee applied the following tech- 
nique with roo per cent good results: 

1. The fractured area is exposed. 

2. The edges of the bone are freshened with 
chisel or saw. 

3. The sclerosed plug is removed from the medul- 
lary canal. 

4. If there is overriding, traction — pulley and 
weights — is used. 

5. The periosteum is divided over the bone to be 
removed in making the gutter for insert. 

6. Two parallel saw cuts three-eighths of an inch 
apart are made longitudinally of the fragment 
ends completely through the cortex. The cuts 
should be two and one-half to three inches in 
length in each fragment and the saw should be 
constantly bathed in a saline solution. 

7. Holes should be drilled in the cortex on either 
side of the gutter. 

8. The opposite tibia is exposed. 

9. With the twin saw adjusted as before, bone 
cuts are made to the marrow along the antero- 
internal tibial aspect. 

10. With a narrow osteotome or small motor 
saw, the graft is dislodged. 

11. Kangaroo tendon is placed in the drill holes 
previously made, elevated from the bottom of the 
gutter and the graft inserted under the tendon, 
which is now pulled tight. 

The bone-graft, being living tissue, has certain 
germ-resisting properties; consequently, it  im- 
mediately becomes adherent and fixed to the con- 
tacting tissues; it not only stimulates the bone with 
which it is contacted to increased osteogenesis but 
it proliferates bone on its own initiative. 

Tsiporr COHN. 


Osgood: A Method of Osteotomy of the Lower 
End of the Femur, in Cases of Permanent 
Flexion of the Knee-Joint. Am. J. Orth. Surg., 
1913, Xi, 336. By Surg., Gynec. & Obst. 

For old supracondylar fractures healed with the 
knee in permanent flexion, the author has devised 
an osteotomy which permits complete extension of 
the knee. It consists of the removal of a wedge 
from the anterior aspect of the femur of such shape 
that a lip is left on the lower fragment which by 
locking on the upper fragment prevents backward 
displacement. He reports three cases so treated 
in which the results were excellent. W. A. CLark. 


McWilliams, C. A.: The Periosteum in Bone 
Transplantations: Is Contact with Living 
Bone Necessary for the Life of Grafts, and Will 
Transplanted Periosteum Produce New Bone? 
J. Am. M. Ass., 1914, lxii, 346. 

By Surg., Gynec. & Obst. 


The assertion made by Murphy that contact with 
living bone is absolutely necessary for the success 0! 
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bone grafts, and that the periosteum is of secondary 
importance, is challenged by the author, and ten 
experiments on dogs are cited to substantiate his 
views. The periosteum is of importance as it 
affects the blood supply and not wholly because of 
its osteogenetic function. Forty-eight per cent of 
the grafts without periosteum succeeded probably 
because the blood supply was sufficient to keep them 
alive. Good réntgenograms illustrate the report 
of his experiments, all of which tend to show that 
contact with living bone is unnecessary to the life 
of the graft, that grafts with periosteum practically 
always live, that grafts without periosteum are 
uncertain, that periosteum alone transplanted into 
soft tissue may produce new bone, and that blood 
supply is the essential factor in determining the 
fate of the grafts. W. A. CLARK. 


Perimoff, W. A.: A Case of Fat Transplantation in 
a Bone Cavity (Ein Fall von Fetttransplantation in 
eine KnochenhGéhle). Wed. Obozr., 1913, Ixxix, 763. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Fat transplantation was proposed by Neuber 20 

years ago, but was first successfully used by Chaput 
to fill a bone cavity in 1904; in Germany, Makkas 
reported the first three cases in 1911; in Russia, 
Hesse, Klopfer, and Lawrowa performed the first 
operations in 1912. The author reports a case of 
his own in which, 17 days after the operation, the 
skin wound had to be trimmed, and advantage was 
taken of this opportunity to look at the transplanted 
fat. It did not seem to have changed, and when 
removed the superficial layers did not bleed. Prob- 
ably this indicates that the fat had lain in the bone 
cavity as a foreign body. The patient recovered 
completely. STROMBERG. 


Rehn, E.: Replacement of Tendons (Klinischer Bei- 
trag zur freien Sehnenverpflanzung). -irch. f. klin. 
Chir, 1012;.chi, ts: 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Homoplastic transplantation of tendons has not 
yielded the clinical results that was expected from 
the experiments on animals. The transplants gen- 
erally take and there is only transitory necrosis, 
but the permanent results leave much to be desired; 
therefore the transplantation should be autoplastic 
whenever possible. The material is obtained from 
the tendon of the palmaris longus, splitting the 
extensor tendons, or by taking broad bands from 
the Achilles and rectus femoris tendons. The ten- 
don must be transplanted into loose tissue well 
provided with blood, which insures prompt nutri- 
tion. For this reason cutaneous scars must he 
extirpated and the loss replaced by skin flaps with 
pedicles. The subcutaneous tissue should be split 
into layers to receive the transplanted tendon. 

The regulation of exercise is important for the 
ultimate result; for if it is undertaken too early, 
adhesions may be formed with the surrounding tis- 
sues which will interfere with functional activity; 
the adhesions must then be loosened, and recurrence 
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prevented, by the interposition of fatty tissue. If 
the after-treatment is too energetic stretching may 
occur at the point of union of the stump of the 
tendon and the transplant; this will have to be over- 
come by an operation to shorten the tendon again. 
Long continued after-treatment and careful surveil- 
lance of the patient is indispensable. Ten illustrated 
case histories show the excellent results obtained by 
Rehn. 
Three times defects in the extensor tendons of 
the fingers due to trauma were repaired, four times 
on the flexors of the fingers and once on the tibialis 
anticus. Once the tendon of the extensor hallucis 
longus in a case of paralytic club-foot, was replaced 
by a tendon of the palmaris longus. ‘The author has 
yet under treatment a case in which the tendon of 
the flexor profundis of the right index finger, de- 
stroyed by a phlegmon of the tendon sheath, was 
replaced by a piece, 8 cm. long, from the tendon of 
the palmaris longus. In this case he had to shorten 
the tendon afterwards as a result of stretching. 
WorTMANN. 


Norton, W. A.: An Improved Method of Hzmo- 
stasis in Shoulder and Hip-Joint Amputations. 
Surg., Gynec. & Obst., tot4, xviii, 103. 

By Surg., Gynec. & Obst. 

Norton describes a method for controlling hem- 
orrhage in shoulder and hip-joint amputation. 

A four-inch bandage and an Esmarch rubber 
tourniquet is all that is needed. The bandage, 
made into a 3 or 4-ply strip, is laid upon the chest 
extending over the shoulder, and a similar strip is 
held over the scapula. The Esmarch is applied over 
these strips, and pinned securely with safety pins. 
The strips are folded back and handed to a nurse, 
or tied under the opposite arm. 

For hip-joint amputations an anterior strip is 
placed so that the outer border of bandage touches 
the anterior superior spine of ilium, and the poste 
rior strip is placed so that the inner border of band- 
age touches the tuberosity of the ischium; the 
Esmarch is then carefully applied over these strips 
and pinned securely to them. The bandage pulleys 
are’folded upward, and pull is exerted so as to keep 
the Esmarch snug in the crotch and in the groove 
below the anterior superior spine of ilium. The 
pulleys are now passed over the shoulder of the 
opposite side and handed to an assistant, or tied 
securely. 

The author advocates this method for amputation 
and for removal of neoplasms about the shoulder 
and hip, and claims for it the following advantages: 
(1) Its simplicity; (2) it does not impair already 
lacerated tissues, as many of these cases are trau- 
matic and the surgeon is often taxed to find tissue 
for a flap; (3) perfect control over bleeding areas 
by pulling above or below, as occasion demands; 
(4) fresh fields are not opened up for infection, as 
is necessarily the case when Wyeth’s needles are 
introduced; (5) the time of operation is shortened, 
therefore the shock is diminished. 
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Cantas, M.: Pathogenesis of Madelung’s De- 
formity, or Radius Curvus (Contribution 4 
l’étude de la pathogénie de la déformation de 
Madelung on radius curvus). Lyon chir., 1913, xX, 
434. By Journal de Chirurgie. 


A girl of sixteen with undeniable signs of tuber- 
culosis, such as repeated attacks of bronchitis, 
harsh breath sounds at the left apex, and old inflam- 
mations of the cervical glands, consulted Cantas 
for a deformity of the left wrist that appeared after 
obscure inflammatory symptoms, such as swelling 
and redness of the skin, pain, and slight fever. 

The chief feature of this deformity, which 
had prevailed for six months, was a backward 
dislocation of the head of the ulna, which 
formed a very marked projection on the dorsal sur- 
face of the wrist. The ulna had lost its contact 
with the lower end of the radius and with the 
carpus and the whole hand was deviated outwards. 
Palpation and radiography also showed decided 
deformity of the radius; the lower part of the 
diaphysis of this bone, 4 or 5 cm. from the articular 
cartilage, seemed to be enlarged, twisted, and 
apparently shoved down. This jamming down was 
more marked on the external border, where the 
diaphysis seemed to be folded on itself, like an 
accordion. This resulted in a change in orientation 
of the articular surface of the wrist, which looked 
downward and almost directly outward, but the 
articulation of the first row of carpals was almost 
normal. Only the internal third of the articular 
cartilage of the radius was visible, and there was 
no curving forward of the lower epiphysis of the 
radius, which is mentioned in most of the cases of 
Madelung’s disease. By comparative measure- 
ments of the two forearms it was found that the 
ulnas of the two sides were of the same length, but 
the radius of the diseased side was 2 cm. shorter 
than that of the well side. There was not much 
functional disturbance; there was, however, a 
little difficulty and pain on forced movements of 
flexion and extension, and the patient tired easily. 

To remedy this deformity and re-establish equal- 
ity in the length of the two bones, Cantas resected 
1.5 cm. of the diaphysis of the ulna 4 cm. above 
the styloid process; then he straightened the radius 
by manual fracture. The ulna was sutured and 
immobilized in a plaster cast for 30 days, and the 
functional result was perfect. The radiocarpal 
articular surface resumed its normal position, but 
the ulna still failed to come into contact with the 
carpus and continued to project markedly at the 
internal border of the wrist. Cantas attributes this 
case to inflammatory tuberculosis, following the 
theory that Poncet and Leriche have applied to 
other cases of radius curvus. The bony lesions 
pass through two successive stages, that of osteo- 
malacia and then of condensing osteitis. 

Cantas’ work on the history and pathogenesis 
of this affection is conscientious, but it does not give 
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any new information, and there is a certain confu- 
sion in it. In fact he regards radius curvus and 
Madelung’s subluxation as the same thing, while 
to us it seems indispensable, if confusion is to be 
avoided, to separate the two types, which have 
distinct anatomical pictures. He thinks too, that 
the theory of rickets best explains the patho- 
genesis of the disease, and says that rickets may be 
regarded as the consequence of a general intoxica- 
tion of greater or less duration, this intoxication 
being due to various causes, such as tuberculosis. 
syphilis, gastro-intestinal disturbances, alcohol, 
etc. These different origins would have to be sepa- 
rated to attain any degree of clearness. 
Cu. LENORMANT. 


Lovett, R. W.: Principles of the Treatment of 
Infantile Paralysis. J. Am. M. Ass., 1914, Ixii, 
ag. By Surg., Gynec. & Obst. 


The early diagnosis of infantile paralysis is 
probably not of much moment to the patient be- 
cause even if the diagnosis is made early it is doubtful 
if anything can be done to influence greatly the 
course of the disease. 

Since the pathology of the affection is essentially 
a hemorrhagic myelitis with a widely distributed 
accompanying meningitis, the acute attack and the 
days following it demand general quiet, freedom 
from excitement and activity for at least three 
weeks, or until all tenderness has disappeared. 

Hexamethylenamine has been used in the acute 
stage and occasionally cases occur which suggest 
its use; but no two cases are alike, and the outcome 
of the case is not wholly determined by the treat- 
ment received. The treatment for the tender con- 
valescent phase is to let the patient alone except 
for the prevention of contraction of the Achilles 
tendon, which may become troublesome in the first 
two or three weeks. 

With the disappearance of the tenderness the 
time for active treatment has begun. In the 
severer cases, however, active treatment should not 
be begun earlier than four weeks after the onset 
even if the tenderness has disappeared. The 
therapeutic measures at our disposal are massage, 
electricity, and muscle training. Massage improves 
the local and general circulation, facilitates the flow 
of lymph, and retards muscular deterioration. The 
value of electricity has been overrated. Muscle 
training is the most useful of the three therapeutic 
measures mentioned. 

Unless the destruction of the cord has been very 
extensive it is very likely that some of the motor 
centers in any one region will have escaped destruc- 
tion, and it may be possible to establish new con- 
nections around the destroyed centers. In this 
way it may be possible by a modified route to send 
a motor impulse from brain to muscle. The object 
of muscle training is to establish these modified 
routes and develop them. During muscle training 
braces and apparatus should be applied, if neces- 
sary, to prevent malposition and deformity. 
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Operative treatment is undertaken: (1) To cor- 
rect fixed deformities; (2) to improve muscular 
function; (3) to secure stability of useless joints. 

1. These deformities are usually easily remedied 
by stretching and cutting. 

2. The improvement of muscular function is 
accomplished by tendon transplantation into bone 
or periosteum and by silk elongation of tendons. 
These operations should not be performed under 
two years after the acute attack. 

3. Arthrodesis is sometimes done in adults and 
children over twelve years of age; but for the ankle 
silk-ligament suspension is to be preferred. And 
for the knee, most patients prefer a brace which can 
be unlocked for bending or sitting down. 

R. O. RITTER. 


Blanchard: Neglected Infantile Paralysis. 
J. Orth. Surg., 1913, xi, 262. 
By Surg., Gynec. & Obst. 


Am. 


In Blanchard’s opinion, the hexamethylenamine 
treatment of poliomyelitis is of no proven value and 
the use of electricity and massage is a waste of 
time. He believes the cases should first and last 
be in the hands of the orthopedic surgeon to pre- 
vent deformities from paralysis and contracture. 
Transplantation of tendons about the knee, such 
as hamstrings to quadriceps, are usually failures, 
although practiced by Lange. Lorenz treats 
quadriceps paralysis by supracondylar osteotomy; 
producing a back-lock to the knee and enabling the 
leg to hold the body weight. Jones of Liverpool 
does a skin shortening operation on the convex side 
of the deformity, removing an area of skin and sutur- 
ing the edges in the proper line to produce tension 
in the required direction; this tension, however, 
becomes inefficient after a time because of stretch- 
ing of the skin. The silk ligament attached to bone 
at both ends is satisfactory. Discussion of this 
paper brings out the use by Gallie of Toronto of the 
tendon of the paralyzed muscle instead of silk as a 
guy rope. Nerve anastomosis is suggested as the 
ideal operation for restoring muscular equilibrium 
but it is still in an experimental stage. 

W. A. CLARK. 


Stoffel, A.: Treatment of Spastic Paralysis (Zur 
Behandlung der spastischen Lihmungen). Ver- 
handl. d. deutsche orthop. Gesellsch., 1913, iii, 337. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author first discusses the origin of spastic 
paralysis and gives as his own opinion that the 
pathological condition of the muscle is characterized 
by two clinical pictures, viz.: (1) The muscle shows 
a greater or less degree of paresis; (2) the tonus of 
the muscle is imperfectly regulated. These two 
factors may be differently proportioned in different 
cases, and frequently paresis is the least important 
one. From his experience the author distinguishes 
a primary and a secondary condition of the muscle; 
in the primary ones the muscles are more or less 
paretic and their tonus imperfectly regulated, be- 
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cause of injury to the brain; the secondary condition 
is brought about by the fact that external conditions 
cause the muscle so injured to be kept in a certain 
position for a long time, so that the points of inser- 
tion of certain muscles are brought closer together 
and become hypertonic, while their antagonists are 
lengthened and become hypotonic — contracture 
results. 

Stoffel gives numerous cases in his practice, as 
well as Munk’s experiments on monkeys, to support 
the above view. Treatment, therefore, should seek 
to prevent the secondary condition, or, if it has al 
ready arisen, to transform it into the first. Prophy- 
laxis can be accomplished by changing the position 
of the limb several times a day and by passive and, 
later, active movements. If the secondary condition 
has already begun it can be overcome in mild cases 
by splints, apparatus, etc. in other cases operative 
treatment will be necessary. He discusses the aim 
of operative procedures on the limbs in spastic 
paralysis, which is chiefly to overcome the hyper- 
tonicity of the contracted muscles, but he rejects 
tenotomy, shortening the antagonists of the con- 
tracted muscles, tendon transplantation to the an- 
tagonistic muscles, and nerve transplantation. He 
recommends his nerve operation as the only logical 
procedure. A partial elimination of the motor nerve 
paths causes an immediate disappearance of the 
hypertonus and allows correction of the deformity. 
The operation only furnishes a basis for the very 
important after-treatment. CREITE. 


Davis, G. G.: Treatment of Poliomyelitis by 
Operative Measures. V. J. MV. J., 1914, xcix, 4. 
By Surg., Gynec. & Obst. 


Davis comments on the rapid rise of orthopedic 
surgery as a distinct specialty, and lays emphasis 
on the marked progress shown in the treatment of 
poliomyelitis. A few years ago treatment consisted 
practically of electricity, massage, and braces, but 
in recent years operative surgery has opened up a 
new field of aid for these paralytics. Operations 
at present are resorted to as a late procedure and 
only when further improvement or restoration of 
muscle power is not to be expected. When the 
surgeons become more experienced, operative 
procedures will, undoubtedly, be resorted to 
earlier than is now considered advisable. In many 
cases the patient must either look forward to wear- 
ing braces indefinitely, or else the limb must be so 
rearranged anatomically that it can fullfill its pur 
pose without apparatus. 

Remodeling is done by operations on the bones 
and joints to restrict their movements, or on the 
tendons and muscles to restore the balance of the 
affected parts. Each case offers a problem in it- 
self. As an example of the benefits of operation, 
Davis presents the case of a boy 13 years old, who 
was paralyzed in the lower trunk and left lower 
extremity. At the age of one year the back was 
partially paralyzed; the leg and foot were flail-like 
with no power in the muscles except the biceps and 
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one or two of the foot muscles; there was extreme 
outward rotation of the foot, and later knock-knee 
developed. For seven years, braces for the back 
and leg were worn, but as the boy was exceedingly 
active the braces were continually being bent or 
broken and were in constant need of repair. 

In order to do away with the continual expense 
and annoyance of “brace wearing,’ operative 
procedures were resorted to. Knock-knee was 
first corrected by osteotomy of the femur. Three 
months later fixation of the ankle-joint by arthrodesis 
was performed; ai the same time the biceps tendon 
was transplanted to the pateilar tendon to get 
extension of the knee, and the anterior part of the 
fascia lata was sutured to the great trochanter to 
insure internal rotation of the foot. Braces were 
worn until the operative wounds were healed, and 
then they were discarded. At the present time the 
boy walks well with no external appliance, the foot 
is held in the normal position, and the course of 
treatment is ended instead of being indefinitely 
carried on, Dr F. P. Wittarp. 


Marshall, H. W.: Old and Recent Ideas Concern- 
ing Treatment of Flat-Foot. Bosion V.&S.J/., 
1914, CIXxx, 4. By Surg., Gynec. & Obst. 

The author calls attention to the vast number of 
people wearing shoes of orthopedic design, and plates, 
and says that in spite of precise knowledge of the 
anatomy and pathology of flat-foot which has 
accumulated, the fact remains that a considerable 
number of persons are made worse instead of better, 
by wearing shoes of orthopedic shapes. others are 
made worse by shoes with flexible shanks, many are 
not improved by arch supports and that some 
continue to have weak-feet after trying all methods. 

The first important reason, in the author's opinion, 
for failure is due the fact that wearing of orthopedic 
shoes and plates is due to whims of customers, relying 
upon experiences of their friends and the persuasion 
of shoe salesmen; and, to the failure of physicians to 
understand the precise needs of each patient. 

He states that the anatomical dissection demon- 
strates that feet subjected to tight shoes are changed 
structurally in bones and ligaments and it is foolish 
to expect to put deformed feet in orthopedic shoes, 
as normal shape can be restored only very gradually. 

In discussing arch supports he points out that in 
acute foot strain, frequently additional pressure to 
the arches cannot be endured and that often the 
wearing of flexible shoes and the abolishment of 
artificial supports, give good results. 

He brings forth his postulate that there is a need 
for a better understanding of physiological consid- 
erations more than anatomical or pathological ones, 
in the final solutions of the treatment; that although 
structural defects are the cause of present and future 
functional abnormalities, yet simultaneously they 
also represent results of past physiological defects 
or primary congenital peculiarities. 

The normal condition of feet depends on the fol- 
lowing combination of elements: 
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1. The amount of weight borne and the length 
of time it is endured. 

2. The degree of healthy vitality existing at the 
particular time in ligaments and muscles supporting 
the arches that is represented by their strength. 

3. Favorable and unfavorable qualities of blood 
circulating through the feet at the given time. 

These considerations in conjunction with the 
anatomical and pathological findings make the only 
working formula for each case. 

The proper view to take toward various ortho- 
pedic devices and shoes is one of recognition that 
most of these have merits, and that they indicate 
the number of stages through which any single case 
may pass. 

He emphasizes the fact that health always rep- 
resents a balanced state between various physio- 
logical elements, and treatments are divided always 
toward restoring usual ratios between these several 
forces. In health, if a person becomes heavier, then 
compensatory changes in the strength of muscles 
and ligaments are seen so that normal balances 
between the pressure upon the arches and muscle 
strength are not upset. 

In weakened feet, pressure and strain are dimin- 
ished by supporting arches, by reducing mechanical 
strain, by rest, or by continuing supports with 
partial rest. 

Vascular elements in development of foot strain 
are frequently poorly understood, yet its important 
influence is convincingly indicated by the frequency 
with which debilitated conditions indicate develop- 
ment of foot sympathies. 

The author discusses intestinal putrefaction, and 
its effects on the condition of the blood with result- 
ant anemias and articular pains. He thinks that 
if proportions of substances in the circulation 
remain favorable, the individual thrives; but vice 
versa, if there is a deterioration, muscles and liga- 
ments as well as organs suffer. He makes a plea 
for a more thorough understanding of the changes 
in the blood and the biological needs of living 
tissues. 

Many cases of strain, in Marshall’s opinion, may 
be cured by a general tonic treatment, but that 
some cases of flat-foot must be recognized as beyond 
control when chronic, progressive diseases of the 
gastro-enteric tract, kidneys, and other organs 
prevent correction of vascular conditions. 

The author sums up by saying that too much 
cannot be known about anatomy and pathology, 
yet it should be remembered that of themselves 
they offer only incomplete suggestions as to proper 
treatment, and equally important physiological and 
biological needs must be understood and familiarized. 

J. O. WALLACE. 


Mcliihenny, P. A.: Flat-Feet, and What They 
Lead to. V. Orl. M.& S.J., 1914, Ixvi, 511. 

By Surg., Gynec. & Obst. 

The author describes the two main arches and 

taking depression of the longitudinal arch. He 
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states that in order to get rid of painful symptoms 
the foot is abducted beyond the weight-bearing 
angle until the whole leg is rotated outward, this 
in time causing a stretching of the capsules and 
ligaments on the inside of the knee, a position of 
flexion, and genu valgum. 

As a result, the head of the femur is rotated 
forward, producing a stretching of the anterior 
ligaments and a consequent laxity of the posterior 
portion of the capsule and the ileofemoral ligaments; 
this in time allows the pelvis to sag backwards, 
carrying with it the sacrum and lumbar spine, 
producing pressure on the anterior portions of the 
vertabra, a pinching of the vertebral discs, and a 
stretching of the posterior ligaments of the lumbar 
and lumbosacral spine, producing lumbar pain 
simulating sciatica. 

To compensate lumbar-lordosis, there is a forward 
bending of the dorsal spine with a depression of the 
sternum and chest wall. Going hand in hand from 
thoracic to abdominal breathing, he shows the 


resultant enteroptosis. He considers the most 
prominent symptoms to be chronic backache, 
chronic constipation, nervous irritability, and 


sometimes digestive disturbances. He reports five 
cases in which the patients, although they had had 
deformities in their feet, presented themselves for 
treatment for discomforts above described. 

J. O. WALLACE. 


Harris, J. R.: Flat-Feet; the Etiological Relation 
of Posture and Gait Thereto. Mil. Surgeon, 
IQI4, XXXiv, I. By Surg., Gynec. & Obst. 

The author declares that in the army, efficiency 
means mobility, and mobility spells ‘good feet.” 
He states that from several years’ observation he 
is forced to conclude that a faulty method of stand- 
ing and walking is, if not the prime cause, at least a 
large factor in an etiological circle. 

He divides standing into two classes: 

1. The pigeon-toe, or position of strength and 
readiness, 

2. The everted or splay-foot, or position of mus- 
cular and ligamentous relaxation. 

He states that it is among those who stand in the 
everted position that flat and weak feet are found; 
that it is an unnatural position forced by education 
upon the race, and that while it is an admirable 
position to assume occasionally when one must 
rest standing, the ligaments are not adapted to 
accept continuous strain and will inevitably stretch. 

The strong position, standing with feet slightly 
separated, heels as far apart as the toes, is the better, 
because: (1) It is one of the greater stability, since 
a square is necessarily more stable than a triangle 
having sides of the same lengths; (2) it is the 
position in which the muscles and joints are in 
readiness for immediate action; (3) it is the position 
from which the proper gait is easily assumed. 
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He then states there are two extreme gaits in 
walking which merge into each other: 

1. The Indian gait. 

2. The splay-foot waddle. 

He then states that all are agreed that the toes 
should turn in, in walking. 

He says the key to the correct gait is this: In 
the correct stride the hip of the advancing leg is 
thrown forward as the foot is; in the waddle the 
hip is thrown or turned backward. 

He states that the mechanism of walking is 
essentially that with one foot in an advanced, fixed, 
or pivoted position, the other foot swung forward 
and planted in a new advanced position, to be in 
turn the base or pivot for a new cycle of movement. 

The correct stride is one in which the walker 
swings the body as well as the leg, the toe is turned 
in, not because the walker is pigeon-toed, but 
because the foot and body is swung around in 
an effort to coérdinate and use all the body in 
walking. 

In the incorrect gait, the start is the same, but 
the foot is advanced sideways and the hip swung 
backwards. 

He gives a number of exercises, and says that all 
patent devices intended to support the arch should 
be avoided by soldiers. 

J. O. WALLACE. 


Ryerson, E. W.: Recent Advances in Orthopedic 
Surgery. 7Jex. St. J. Med., 1914, ix, 285. 
By Surg., Gynec. & Obst. 

The author expresses satisfaction with results in 
cases of Pott’s disease, treated by the method of 
Albee; i. e., transplanting a bone splint from the 
tibia to the split spinous processes of the vertebra. 
In hip and knee tuberculosis of adults, the joint 
should be ankylosed as soon as possible by a con- 
servative resection or arthrodesis. 

Deformities due to infantile paralysis may, in 
many cases, be corrected by tendon transplantation, 
using Lange’s bichloride silk; insertions should be 
made into the bone, through drillholes. Suspen- 
sion of the foot by heavy silk cords is successful in 
many cases of drop-foot where no transplantation 
can be done. 

Abbott’s method of treating scoliosis has given 
encouraging results, but requires more time than 
at first estimated. 

All cases of arthritis deformans, usually due to 
toxins from some definite focus, which is most often 
in the tonsils, should have tonsillectomy performed 
as a routine measure. 

Mechanical disturbances of fifth lumbar verte- 
bre and sacro-iliac joints are frequent causes of 
sciatica, lumbago, and backache. Arthroplasty for 
ankylosed joints is successful in jaw, hip, elbow, 
shoulder, wrist, and finger-joints but disappoint 
ing in the knee-joints. 
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SURGERY OF THE SPINAL COLUMN AND CORD 


Roth, R. E.: Spinal Curvature. Australus. MJ. Gaz., 
IQ14, XXXV, I. By Surg., Gynec. & Obst. 
This article deals entirely with lateral curvatures. 
All spinal curvatures are either functional or organic. 
Functional curvatures when neglected become 
organic and are then incurable, but they can be 
improved or prevented from becoming worse. The 
causes of scoliosis are congenital or acquired. The 
acquired form follows deformities elsewhere in the 
body, distorting conditions due to disease of the 
soft parts, and continuous malposition from habit 
or occupation. Habit or occupational scoliosis 
should not occur and will not if proper postures are 
maintained during the time of development, educa- 
tion, work, or play. Lateral curvatures are often 
found among athletes and those who indulge in 
strenuous sports, particularly sports that develop 
the muscles of one side of the body more than the 
other. 

The author uses a simple and rational treatment 
carried out daily for from two to six months. It is 
first necessary to reéducate muscle sense. The 
patient is placed in front of a mirror and all faults 
are pointed out; the corrected position is then 
assumed; and this routine is repeated before each 
exercise. Before prescribing curative exercises, the 
author tries to correct the spinal curve by placing 
the upper extremities in certain positions. This 
corrected position is called the keynote position, 
and is maintained during the prescribed exercises. 
The movements, though carefully given, are very 
fatiguing and exhausting; and for this reason there 
must be a constant watch kept for bad symptoms. 

After about two weeks of curative exercises, 
improvement is noted not only in the spinal condi- 
tion but in the general health as well. The author 
does not believe in spinal support for non-tubercular 
scoliosis. R. O. RITTER. 


Mayet and Delapchier, R.: Scoliosis and Chronic 
Appendicitis (Skoliose und Appendicitis chronica). 
Ztschr. f. orthop. Chir., 1913, Xxxiii, 250. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author found from repeated observations 

that chronic appendicitis often causes scoliosis. 
This opinion is confirmed by the fact that statistics 
of 112 cases of scoliosis in children show that there 
was chronic appendicitis in 42 cases, 37 per cent. 
On account of the pain localized on the right side 
and the contraction of the rectus and oblique mus- 
cles, the child bends to the right and thus a curve, 
convex toward the left, is formed in the Jumbar 
region, and one convex toward the right in the 
dorsal region. If the children are rachitic or have 
weak muscles this scoliosis may grow worse, and 
even reach the third degree. Operation for the 
chronic appendicitis is strictly indicated, for treat- 
ment of the scoliosis can only be effective after 
appendectomy. 3£LA DOLLINGER. 


Conklin, C. B.: Typhoid Spine; with Report of a 
Case Complicated by Thrombophlebitis of the 
Left Femoral Vein. Jed. Rec., 1914, Ixxxv, 157. 

By Surg., Gynec. & Obst. 
Typhoid spine is rather rare, only seventy-two 
cases being found in the literature—seventy-five 
per cent of the cases being male. The symptoms 
are pain and rigidity in the lower spine muscles, 
excitability, muscular twitchings, dermatographia, 
and rarely, a persistent Kernig’s sign. It has been 
called perispondylitis and bone lesions have been 
demonstrated by réntgen ray. Osler, however, 
holds that it is purely functional. The course of the 
disease is from fifteen days to thirteen months and 
the prognosis is good. The treatment consists in 
immobilization of the spine, counter-irritation, and 
sedatives. The author reports a case of about six 
months’ duration, accompanied by swelling of the 
left thigh with temperature of ror degrees, which 
made a good recovery under adhesive strapping of 
the spine, thermocautery, bromides, and an elastic 
stocking. W. A. Crark. 


Calvé and Lelievre: Radiography of the Vertebral 
Column in Profile in Pott’s Disease. Am. J. 
Orth. Surg., 1913, xi, 193. By Surg., Gynec. & Obst. 


The earliest signs of tuberculosis of the spine 
shown by the réntgen ray is a thinning of the 
intervertebral disc. The profile réntgen picture of 
the spine shows that in the production of the 
kyphose and in normal flexion and extension the 
axis of movement is not, as has been said, in the 
posterior vertebral articulations as a pivot but in 
the center of each body. A line connecting the cen- 
ters of all the bodies is called the neutral line. The 
production of the kyphose is shown to be identical 
with a true pathological fracture of the spine. 
However, in repair there is no neoformation to pro- 
duce callus as in traumatic fracture. The profile 
method of study also shows that there is no trace 
of cicatrization in a focus of Pott’s disease for 
two or three years. There is in complete cures a 
fusion of the remaining healthy portions of the 
bodies but no new formation of bone. 

W. A. CLARK. 


Potel, G., and Veaudeau: Surgery of Tumors of the 
Spinal Column and Cord (La chirurgie des tu- 
meurs du rachis et dela moelle). Rev. de chir., 1913, 
xviii, 477. By Journal de Chirurgie. 

The author reports 107 cases of vertebral tumors 
and states that most of them were carcinomata, 
sarcomata being rarer. The carcinomata were 
always secondary, generally to cancer of the breast; 

31 cases were hydatid cysts. Kyphosis was generally 

present; contracture and immobilization appearing 

early. 

In such cases there is extremely sharp pain which 
varies in location with the site of the tumor and is 
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not overcome by rest; it is due to compression of 
the spinal nerve-roots. If the anterior roots are 
involved there may be painful paralyses (Charcot). 
These root symptoms precede the medullary symp- 
toms, which do not show anything especially char- 
acteristic. There is first flaccid paralysis with 
abolition of reflexes, and then spastic paralysis with 
exaggeration of reflexes, and at length trophic dis- 
turbances. 

Of the above cases, 55 were operated on: 32 of 
them for sarcoma; 15 for hydatid cyst; and only 3 
for carcinoma. There were 19 deaths, 30 per cent, 
and 13, 23 per cent, recoveries without recurrence 
for several years. There were 22 per cent of per- 
manent improvements and the rest showed tempo- 
rary improvement. The greatest improvement was 
shown in the lessening of pain. 

The technique varies with the nature of the lesion; 
sarcoma being particularly difficult to remove, be- 
cause it bleeds and invades the neighboring tissues. 
If a radical operation is impossible it is well to cut 
the posterior roots to overcome the pain. 

Extravertebral tumors are tumors of neighboring 
organs which invade the cord and column, secon- 
darily. Of these there are 72 per cent sarcoma; 16 
per cent carcinoma; to per cent hydatid cysts; 2 per 
cent, fibroma, lipoma, etc. Invasion sometimes 
takes place by destruction of the vertebre, but 
more generally through the vertebral foramina. 

There is pain accompanying these tumors, and 
when the tumor penetrates the cord there are 
medullary symptoms, motor and trophic, which 
often appear in a rapid and overwhelming fashion. 

Operation is rarely possible in these cases, because 
the tumors are generally mediastinal sarcomata, 
which cannot be reached. The dorsal tumors can 
be removed, but this is the most uncommon localiza- 
tion. It is always necessary to resect the spinous 
process and lamina and separate the dura mater from 
the pedicle of the tumor carefully. 

Non-medullary tumors inside the spinal cavity 
are the most frequent and the most amenable to 
surgical treatment. The majority are sarcomata, 
carcinomata being rare and always secondary. 
They are generally of about the same size, are 
solitary, can be isolated from the neighboring tissues 
and rarely recur— 95 per cent of cases did not recur. 
They generally originate in the dura mater: the 
operation can be extradural in about 62 per cent 
of the cases, and fortunately the posterolateral loca- 
tion is the most frequent. The compression of the 
cord is mechanical and consequently curable after 
removal of the tumor. 

In the first stage there is persistent pain of long 
duration which may be on one or both sides, then 
Brown-Séquard’s syndrome appears. Finally, there 
is spastic and then flaccid paraplegia, with the corre- 
sponding disturbances of the reflexes, with loss of 
control of the sphincters and trophic disorders. They 
appear in the order caused by a horizontal lesion, 
not a vertical one, which is an important point in 
differential diagnosis. 
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There were 27 cases of medullary tumors. These 
were generally gliomata or sarcomata, in which the 
spinal column is intact and, generally the meninges 
also. The tumor may be capable of enucleation or 
it may have infiltrated the cord. 

These tumors manifest themselves by increase in 
volume of the cord and absence of pulsation in it; 
they are solitary and do not give rise to metastases; 
when they are encapsulated they are under pressure, 
so that they project from the cord as soon as an open- 
ing is made. 

The important thing to determine is the location 
of the upper end of the tumor; this is done by ascer- 
taining where pain first appeared, and by the upper 
limit of the zone of hyperesthesia, which appears 
above the zone of anesthesia. 

The operation is simple laminectomy in Sim’s 
lateral position and if it is necessary to open the 
dura mater, the Trendelenburg position should be 
adopted to avoid the escape of the cerebrospinal 
fluid. 

Ether is preferable as an anasthetic, though 
local anesthesia may be used. The incision should 
be at the supposed site of the tumor. The muscles 
are pulled aside and the opening tamponed to as- 
sure hemostasis; preliminary removal of the spinous 
processes facilitates the laminectomy. If the tumor 
is extradural it is solitary and can be enucleated; 
but if it is intradural, the dura mater should be 
opened gently and slowly to avoid a too rapid escape 
of the cerebrospinal fluid. When the tumor appears 
it should be enucleated if possible, or curetted if it 
is a sarcoma (Flatau). 

If it is inoperable, section of the posterior roots is 
indicated; if it does not appear it may be necessary 
to explore the anterior surface of the cord, drawing 
it up with a blunt hook. If it is inoperable and the 
cord completely destroyed, the section of the cord 
containing it may be removed, which will abolish 
pain; however, if it is inoperable and the cord only 
partially destroyed it is better to leave it alone. Un- 
less there are special indications the entire operation 
should be performed at once. Drainage is dangerous 
and exposes the parts to infection. Every precau- 
tion possible should be taken to avoid infection and 
cicatrization. 

Often after the operation there is an exaggeration 
of the symptoms which is only temporary, and im- 
provement shows first in the sensory and then in 
the motor symptoms. The mortality at present is 
about 15 per cent and shows a tendency to improve. 

J. OxiNczyc. 
e 


Pussep, L. M.: Diseases of the Cauda Equina and 
Their Operative Treatment (Uber die Erkrank- 
ungen der Cauda equina und die operative Behand- 
lung derselben). Russk. Vrach, St. Petersb., 1013, 
xii, 1361. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb 

In discussing the symptoms of diseases of the 
cauda equina and the conus medullaris, the author 
says that in conus medullaris there is often dissocia- 
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tion of senation; pain and fibrillary twitching are 
rare; the diseased zones are symmetrical; there is 
only a slight tendency to the formation of bed sores 
in the sacral region; but the function of the bladder 
and rectum is almost always disturbed. 

In disease of the cauda equina, sensation is always 
disturbed; there is generally pain; fibrillary twitch- 
ing is frequent; and the diseased zones are generally 
not symmetrical. Sacral bed sores occur only where 
the disease is of very long duration, and the bladder 
and rectum are not always involved. One impor- 
tant point to be observed is that on pressure on the 
nerves of the cauda equina there is frequently pain 
in the leg, generally on one side only, which is 
often the only symptom. The author lays great 
stress on the réntgen picture. The author gives a 
review of all the cases published in the literature, in 
which operation was undertaken for disease of the 
cauda equina. He divides them into four groups: 
(1) In the first group are the cases in which there 
was pressure on the cauda equina from tumors or 
inflammatory processes of the spine; there are 17 
cases reported in this group. (2) The second group 
includes those in which there was a tumor inside 
the dura or in the cauda equina itself; there are 
nine of these. (3) The third group embraces 
traumatic injuries of the cauda equina; two cases 
have been published which were operated on suc- 
cessfully. (4) In the fourth group there is only a 
single case of Allessandria’s, in which there was 
an inflammatory process of the dura mater. 

He adds eight cases of his own which were 
operated on and one which was not; in three cases 
there were traumatic injuries of the cauda equina. 
In the first case, after a blow on the back, paralysis 
of both legs occurred. On operation the arch of 
the fourth lumbar vertebra was found to be pressing 
on the cauda equina. On opening the dura there 
were adhesions and a cyst as large as a hazelnut, 
which was removed. The patient’s ‘condition im- 
proved very quickly after the operation, but three 
months later he died from purulent pyelitis. The 
second patient complained of pain in the legs and con- 
vulsive twitching which began after a severe injury. 
Operation showed that there were extensive adhe- 
sions of the nerves of the cauda equina to each other 
and to the dura as a result of a fracture of a part of 
the sacrum; these, so far as they could be reached, 
were freed. The patient was discharged free of 
symptoms 5 weeks later. The third patient com- 
plained of weakness in the legs which had existed 
for eight years, and bladder disturbances, which 
had persisted for two years. The réntgen picture 
showed the end of a knife between the first and 
second sacral vertebrae. The knife, which had 
been in the patient’s body fifteen years, was 
removed and the patient discharged much im- 
proved. 

In four other cases there were inflammatory proc- 
esses of the spinal meninges. In the first case the 
patient complained of pain and weakness in the 
legs. On operation a cyst as large as a hazelnut was 
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found under the pia and removed; the patient was 
discharged, markedly improved, after three weeks. 
The second patient complained of pain in the left 
leg, which had begun several months before, after he 
had received a blow on the sacrum. On operation 
the dura was found very much thickened and there 
were nodules the size of pin-heads in individual 
nerves of the cauda equina, which were removed. 
The patient was discharged cured after four weeks. 
The third patient complained of pain in the right 
leg. On operation there was a cyst outside the dura 
in the region of the third sacral nerve. It was 
removed and the patient discharged four weeks 
later very much improved. 

In the fourth case there was pain in the right, and 
occasionally in the left leg; there had previously 
been paresthesia. On operation, two cysts as large 
as plums were found between the first and second 
sacral vertebra, one of which was inside the dura 
and one outside it. The former could not be com- 
pletely removed; but the patient was discharged 
much improved a month later. 

In conclusion the author reports the following 
gunshot injury. The patient was injured during 
the Japanese war in 1904; in 1907 he began to have 
pain in the spine on motion and weakness in the 
legs. The réntgen picture showed the bullet in the 
region of the fourth lumbar vertebra, but it could 
not be found on operation. Severe pain was expe- 
rienced again in 1910 and the réntgen picture showed 
that the bullet, which lay inside the body of the 
vertebra, had sunk and become located in such a 
way that its point pressed on the cauda equina. 
Operation was performed again and the bullet found 
and removed, after which the patient was discharged 
completely cured. In the last case there was a 
tubercular process in the sacrum, so it was treated 
conservatively with the result that the pain com- 
pletely disappeared and the rest of the symptoms 
improved. From all of which the author draws 
the conclusion that in chronic inflammatory proc- 
esses in the region of the cauda equina, as well as 
in traumatic injuries, operation is indicated and 
gives good results. He further calls attention to the 
fact that, as several cases show, the symptoms may 
not appear until a long time after the injury. 

Von Hotsr. 


Hunkin: Experience with Foerster’s Operation. 
Am. J. Orth. Surg., 1913, xi, 207. 
By Surg., Gynec. & Obst. 
The author reports fourteen cases in which he 
performed section of the posterior nerve-roots— 
Foerster’s operation—for spastic conditions with 
good results in nearly all. Cessation of the spasm 
occurred immediately after the operation and did 
not recur to any extent. The operation, as de- 
scribed, consists in chiseling off the spinous processes 
at the base, turning them back with soft parts 
attached, removing the posterior arch of the canal, 
opening the dura and resecting 1 cm. of the posterior 
roots on each side. W. A. CLARK. 
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DISEASES AND SURGERY OF THE 


Kolb, K.: Experimental Study of the Contraction 
of Transplanted Fascia, and Its Significance 
in Plastic Operations and Around the Intes- 
tine (Uber die Schrumpfung der frei transplan- 
tierten Fascie und die Bedeutung derselben_ bei 
plastischen Operationen und bei Umschniirung 
des Darmes: Experimentelle Untersuchungen). 
Deutsche Zitschr. f. Chir., 1913, exxv, 398. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Kolb found, by measurement, that a piece of 
fascia removed from the body immediately con- 
tracted a fifth or sixth of its length and breadth. 


MISCELL. 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Rous, P., and Murphy, J. B.: On the Causation, 
by Filterable Agents, of Three Distinct Chicken 
Tumors. J. Exp. Med., 1914, xix, 52. 

By Surg., Gynec. & Obst. 

Rous and Murphy describe a third chicken tumor 
which is transmissible by means of a filterable 
agent. The three tumors are very unlike, the third 
being a spindle-celled sarcoma of peculiar intra- 
canalicular pattern. 

The causative agents pass through Berkefeld 
cylinders impermeable to small bacteria, and each 
agent is distinct in that it gives rise only to growths 
of the exact kind from which it was derived. Two 
of the three are found to be active in tumor tissue 
which has been dried or glycerinated. 

James F. CHURCHILL. 


Brem, W. V.: Treatment of Tetanus by the ‘‘Ra- 
tional’? Method of Ashhurst and John; the 
Development of Suppurative Serum (Aseptic) 
Meningitis, Following the Intraspinal In- 
jection of Tetanus Antitoxin; with Report of 
a Case. J. tm. M. Ass. 1914, Ixii, 191. 

By Surg., Gynec. & Obst. 

According to Ashhurst and John the rational use 

of tetanus antitoxin consists in (1) the intraneural 
injection of antitoxin; (2) the intraspinal injection; 
(3) the intravenous injection; and (4) the infiltra- 
tion of the tissues about the site of the injury. 
The quantity used should be very much greater 
than the quantity heretofore given by the sub- 
cutaneous route. These authors feel that with their 
method, the old view that antitoxin is of no avail 
after the symptoms of tetanus have developed 
must be abandoned. Brem treated four cases of 
tetanus by this method in 1910, at the Colon Hos- 
pital, Canal Zone, and used chloretone and morphine 
as sedatives. One patient whose case was a severe 
one with a ten-day incubation period recovered. 
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SKIN, FASCIA, APPENDAGES 


This primary contraction, however, has no impor- 
tance in practice. In order to determine whether, 
when transplanted, it underwent a secondary con- 
traction, he placed rings of fascia around the 
intestine and fastened them. Symptoms of stenosis 
and ileus appeared after a time, showing that fascia 
transplanted without being under tension con- 
tracts a little, but that this contraction is con- 
siderably less than the primary one. This secondary 
contraction must be allowed for in transplanting 
fascia for operations on the intestinal tract and on 
the face. KIRSCHNER. 


\NEOUS 


Brem summarizes a case as follows: .\ young 
man of 21 years with cephalic tetanus, which after 
six days’ incubation showed a gradual onset of 
symptoms. Treatment, which was begun cight days 
after the injury and two days after the onset of 
symptoms, consisted of intrancural injection of a 
small quantity of tetanus antitoxin into the left 
facial nerve; intraspinal injections of 23,000 units; 
intravenous injections of 60,000 units; subcutaneous 
injection of 8,o00 units; infiltration of tissues about 
the site of the injury with 2,000 units; total quantity 
of antitoxin, 98,000 units; development of meningitis 
within six hours after first intraspinal injection, 
purulent fluid sterile by microscopical and cultural 
aérobic and anaérobic examination. There was 
rapid recovery from both the tetanus and menin- 
gitis. 

Brem considers that this case demonstrates that 
the introduction of a foreign serum into the spinal 
canal may cause a reaction that presents all the 
clinical and pathological evidences of an acute 
suppurative meningitis, except that no bacteria 
can be demonstrated in the purulent cerebrospinal 
fluid. It seems plausible that exacerbations fre- 
quently following the intraspinal injections of serum 
in meningococcus meningitis are due to the reaction 
to the horse-serum, and that it is independent of the 
condition of hypersensitiveness. L. G. Dwan. 


BLOOD AND LYMPH-VESSELS 


Dibernardo, A. L.: Traumatic Arteriovenous 
Aneurism of the Common Carotid and the 
Left Internal Jugular; Extirpation; Recovery 
(Anéurisme traumatique artério-veineux de la 
carotide primitive et de la jugulaire interne gauches; 
extirpation; guerison). Clin. chir., 1913, Xxi, 2180. 

By Journal de Chirurgie. 

Cases of the above are rare. Since 1889 there 
have been only 11 operations for arteriovenous 
aneurism of the common carotid and the internal 
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jugular, and only four of these have consisted in 
extirpation of the sac. 

One patient was a young girl of 15, who had been 
shot three years previous. The bullet had entered 
above the left clavicle between the sternal and 
clavicular heads of the sternomastoid, and, a few 
weeks later, an abnormal development of the sub- 
cutaneous venous network of the left side of her 
face was noticed. Recently she had had subjective 
symptoms, such as periodical headaches, epistaxis, 
photophobia of the left eye, and especially buzzing 
in the head which disturbed her sleep. 

The parents were most distressed by the facial 
asymmetry which had developed; the frontal and 
the left inferior maxillary had developed abnormally; 
the venous dilatation had extended to the frontal 
and right parietal regions and, in the left lower 
eyelid, they were as large as the little finger, showed 
rhythmic pulsation synchronous with the radial 
pulse, and a thrill. The left eye projected, and the 
conjunctiva was injected, but the two pupils were 
the same size. Under the sternomastoid on the 
left side there was a tumor the size of an egg with the 
lower pole at the supraclavicular scar. It pulsated 
synchronously with the heartbeat and a thrill 
was perceptible; and pressure did not change its 
character or reduce its volume. 

The tumor was beyond a doubt an arteriovenous 
aneurism of the common carotid and internal jug- 
ular caused by the traumatism. An incision was 
made over it, and the sac, which was developed from 
the internal jugular, having been isolated, the 
distal and proximal ends of the vein were ligated. 
The point of communication with the common 
carotid was torn, and a severe hemorrhage ensued. 
It was controlled, however; the edges of the tear 
caught with forceps and ligated; the aneurismal 
sac with a part of the jugular on each side was 
removed; and the sutured segment of the carotid 
was left in place. 

The operation took three hours. Branced and 
Vanverts’ cases presented similar difficulties; in 
Herzen’s, it was necessary to re-resect a part of the 
clavicle and of the manubrium of the sternum; in 
Von Oppel’s, the whole of the sac could not be 
removed notwithstanding the fact that the opera- 
tion lasted four hours. But in spite of that, all five 
of the operations were successful. Pierre FREDET. 


Mirotworzeff, S. R.: Ligation of the Carotid Artery 
in Human and Experimental Pathology; and 
Its Relation to the Collateral Circulation 
(Zur Lehre iiber den kollateralen Kreislauf. Die 
Unterbindung der A. carotis in der experimentellen 
und menschlichen Pathologie vom Standpunkte 
dieser Lehre aus). Arb. d. chir. Klin. d. Prof. 

W. A. Oppel, St. Petersb., 1913, iv, 235. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author reviews the work of Prof. Oppel and 
his school, in studying the collateral circulation and 
the new ways for investigating the ligation of the 
great arteries; this work applies especially to the li- 
gation of the carotid artery and the changes which 
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take place in the brain after it. 


Anatomically the 
collateral pathways have been studied before; now 
the chief attention must be directed to the strength 


and conditions of this collateral circulation. The 
brain is not injured by ligating the carotid as soon 
as the collateral circulation is established. To dis- 
cover when this takes place, the author carried 
out ten experiments on animals. The common, 
right and left carotids and the vertebral .were ex- 
posed in dogs; a T-tube was inserted in one com- 
mon carotid, and connected with the manometer 
of a Ludwig’s kimograph. The arteries were then 
compressed in different combinations, certain re- 
gions thus excluded, and the variations in blood- 
pressure studied. 

The most interesting results of the experiments 
are the following: On compression of all four 
arteries in the neck, the two carotids and the two 
vertebrals, the blood-pressure does not fall to zero, 
as would be expected, but remains at 46. This 
figure shows the strength of the collateral circulation, 
which may be sufficient to provide for the nutrition 
of the brain; this collateral circulation is of consider- 
able volume and depends on the strength of the 
general blood-pressure. Hemorrhage, therefore, is 
very detrimental to the formation of a collateral 
circulation. If the external carotid is now ligated, 
the collateral blood-pressure can be raised, even 
after hemorrhage has taken place. 

Theoretically, therefore, in ligating the common 
carotid the external carotid of the same side should 
also be ligated. The pathway for the discharge of 
blood is thereby decreased and the strength of the 
collateral circulation increased. Experimentally, 
conditions favoring the development of the collateral 
circulation can be produced, chiefly by compression 
of different arteries. The second part of the work 
is devoted to clinical results and a comparison of 
them with the experimental ones. From Pilz’s 
statistics, ligation of the common carotid has been 
performed 914 times with a total mortality of 30.8 
per cent; since that time the mortality has decreased 
from 31 per cent to 21 per cent. 

The author reports three cases of his own in which 
the common carotid was ligated for severe hamor- 
rhage. Death occurred in all the cases, after 
cerebral disturbances, ligation for haemorrhage 
giving the worst prognosis. Death following cere- 
bral symptoms is explained by the fact that, on 
account of the low blood-pressure after a severe 
hemorrhage, a collateral circulation cannot be 
established. The results of the ligation of the com- 
mon carotid, therefore, depend on whether it is 
possible to establish a collateral circulation or not. 

SHAACK. 


POISONS 

Mitchell, A. P.: The Infection of Children with 
the Bovine Tubercle Bacillus. Brit. M/. /., 
1914, i, 125. By Surg., Gynec. & Obst. 
Twenty-four of seventy-two cases with tuber- 
culous cervical glands were under three years of age. 
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Of these twenty-four, only two were proven to be 
of the human type; the rest were all bovine. Eighty- 
four per cent of the children thus afflicted two years 
of age had been fed from birth on unsterilized cows’ 
milk and in only three cases was a history of tuber- 
culosis found in the family. 

The author states that cows not having tubercu- 
losis of the udder may readily transmit the tubercle 
bacillus in the milk. He emphasizes the extreme 
importance of adequate dairy inspection and the 
taking of the tuberculous cows out of the herds, as 
one tuberculous cow may readily infect the milk of 
a good sized herd. 

The relations between the channels of infection 
and the group of glands involved is discussed. He 
says the more frequent involvement of the glands 
in front of the sternomastoid muscle in the upper 
carotid region is strongly suggestive of the faucial 
tonsils being more often a source of infection than 
the adenoids. He investigated the faucial tonsils 
in 64 consecutive cases of children suffering from 
tuberculous disease of the upper deep cervical 
glands. Twenty-four of these cases showed histo- 
logical evidence of tuberculosis in the tonsils, but 
no clinical signs were present. 

The chief sites for tuberculous lesions in the tonsil 
are in the deeper parts of the crypts, especially the 
supratonsillar group, or immediately under the 
mucous membrane near the mouths of the crypts, 
or deep in the tonsil close to the posterior capsule. 
He concludes that cow’s milk containing bovine 
tubercle bacilli is clearly the cause of 90 per cent 
of the cases of tuberculous cervical glands in infants 
and children residing in Edinburgh and the sur- 
rounding district. M. S. HENDERSON. 


Massini, R.: Methods of Cultivating Anaerobic 
Bacteria; and Their Clinical Importance as the 
Cause of Putrid Suppuration, Especially of 
Putrid Empyema (Uber anaérobe Bakterien. 
Bedeutung derselben fiir die Klinik, als Ursache 
jauchiger Eiterungen mit besonderer Beriicksicht- 


igung der jauchigen Empyeme. Beitrag zur 
Methodik der Anaérobenziichtung). Zéschr. f. exp. 


Med., 1913, ii, 81. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author has studied a number of the known 
anaérobes, especially in their relation to human 
pathology. He adds also the description of three 
new species of anaérobic bacteria: bacillus discifor- 
mans, bacillus annuliformans, and bacillus anaéro- 
bius diphthoides. He comes to the conclusion that 
the frequently asserted variability of anaérobes is a 
mistake. Probably pollutions of the cultures with 
other micro-organism are so interpreted, for anaé- 
robes readily grow in symbiosis. 

As previous methods of culture do not enable one 
to be sure of having a pure culture or of recognizing 
pollutions, the author has devised a method that 
enables him, in a relatively simple way, to plant a 
great number of series in plates. The bacteria 
promulgate faster and grow better if riba or erepton 
is added to the nutrient medium and salt left out. 
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Pollutions are easily recognized by reinoculations on 
erepton bouillon. 

The author confirms the statements of other 
authors that the putrid decomposition of pus is 
generally due to anaérobes. He could grow anaérobes 
from all the specimens of putrid pus examined, from 
empyema, liver abscess, putrid bronchitis, etc. The 
pus was generally thin and contained few leucocytes; 
the wounds generally showed little tendency to heal; 
there were only slight signs of reaction, and the 
patients often died suddenly. The author recom- 
mends Biilau’s siphon drainage in the treatment 
of purulent empyema. STAMMLER. 


Ten Broeck, L. L.: A Rapid Method of Isolating 
Pathogenic Streptococci from Contaminated 
Fields. J. Am. M. Ass., 1914, Ixii, 31. 

By Surg., Gynec. & Obst. 


The technique devised by the author is based upon 
the following principles: The use of liquid media 
as suggested by Sabouraud; the extreme susceptibil- 
ity of rabbits to streptococci; the peculiar reaction 
and vulnerability of the peritoneum to streptococcal 
infections, as described by Murphy. It was found 
that by grading the dose the peritoneum would fall 
a prey to the streptococcus even before the other 
pathogens took hold and that a certain point of the 
disease was reached when there would be the 
characteristic dry peritonitis or retroperitoneal 
cellulitis. Intraperitoneal injections of from 2 to 
5 ccm. of fresh bouillon cultures of a mixed growth 
were made every two or three hours. At the 
earliest signs of sepsis the animal was chloroformed 
and a dry peritonitis was found yielding pure cul- 
tures of intensely virulent streptococci. 

This method has been used in four cases of sub- 
cutaneous infection, in all of which the diversified 
bacteriological flora had misled the attendants and 
in which the method not alone promptly cleared 
up the diagnosis but was made the basis for proper 
immunological measures with favorable results. 

The author does not suggest that this method be 
used to the exclusion of others. It is to be used in 
conjunction with other approved methods. Neither 
is it to be expected that there will always be a pure 
streptococcic culture to the exclusion of other 
pathologists, but the peculiar reaction will help 
establish the diagnosis. The more virulent the 
streptococcus, the more certain will be the result. 

In persistent postnasal infections, the author has 
been able to find the streptococcus by first using 
negative pressure to draw from the deep sinuses and 
then, having the patient swallow to isolate the 
posterior nares, he changes from negative to positive 
pressure, opening the other nostril. A stream of 
air in this way is forced into one nostril and out the 
other and can be directed into suitable media. 
The colonies on the solid media are for the most 
part discrete and are derived from the posterior 
nares just as well as from the anterior, a result im- 
possible to attain by any method requiring the use 
of a swab. Epwarp L. Cornett. 
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SURGICAL THERAPEUTICS 


MacFarlan, D.: Notes in the Study of Potassium 
Mercuric Iodide. J. Am. M. Ass., 1914, lxii, 17. 
By Surg., Gynec. & Obst. 


The author presents quite an extensive study of 
the drug. He shows that in a dilution of 1 to 80,000 
it renders cultures of bacillus typhosus, staphylococ- 
cus, bacillus lactis bulgaricus, yeast-sugar solution 
and bacillus acidi lactici, sterile; even in a dilution 
of 1 to 90,000, the bacillus typhosus was killed. 
The preparation of the drug, its toxicity, the effect 
on physiological activities, and its uses are dis- 
cussed. Little can be said of the noxious effects 
on the gastro-intestinal tract when the drug is 
taken internally in mild doses. There is no in- 
hibition of ferment activity and such harm as could 
occur would arise from the destruction of intestinal 
bacteria. 

Regarding its internal uses the author states that 
it seems to have a marked effect on all catarrhal 
conditions of the mucous membranes, clearing up 
the common cold, apparently shortening the 
course of croup, and modifying the acute infections 
of the nose and throat and bronchi. 

It has its greatest field of usefulness, however, as 
an antiseptic. It is practically universal in its 
possibilities, for in great dilutions its local effects 
and toxicity are insignificant while its germicidal 
qualities still remain high. The value of these 
virtues can readily be realized from the following 
facts brought out by the author: 

1. The drug may be taken internally in doses of 
5 drops of a one per cent solution without toxic 
effect. 

2. A one per cent solution but slightly irritant. 

3. A dilution of 1 to 80,000, or nearly one thou- 
sandth of one per cent, exhibits marked germicidal 
effect. 

By its use the purulent discharge of so many 
minor surgical cases such as infected burns, old leg 
ulcers, and ragged wounds is rapidly cleared up. 
Even when the infection is somewhat subcutaneous, 
as in felons and boils, and there is as yet no pointing 
or definite formation of pus, a wet dressing of one 
per cent potassium mercuric-iodide will usually 
reduce the prolonged course of the case and will 
frequently abort it altogether. 

For sterilizing instruments the drug is excellent 
except for its tendency to tarnish if left in contact 
too long; this, however, can be easily overcome by 
the addition of sodium bicarbonate to the solution. 

Epwarp L. CorRNELL. 


ELECTROLOGY 


Morton, R.: Discussion on the Technique and 
Standardization of Bismuth Meals. Proc. 
Roy. Soc. Med., 1913, vii, Electro-Therap. Sect., 5. 

By Surg., Gynec. & Obst. 


Morton observed that the adoption of a standard 
opaque meal would make results comparable. 


He 
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had sought information from various radiologists 
on the following points: 

1. Total quantity. 

2. Amount of bismuth or barium, which pre- 
ferred and why. 

3. Medium of suspension. 

4. Consistency. 

5. Flavoring, sugar, etc. 

6. Preparation of the patient. 

Morton remarked that the disagreement of 
physicians was an ancient gibe, but the truth of it 
was never more in evidence than when he came to 
tabulate the replies, about the only point of agree- 
ment being the use of sugar and flavors to make 
the meal palatable. The total quantity varied from 
5 to 20 0z., about half gave 10 oz., the average being 
13 oz. The amount of bismuth or barium ranged 
from 1 to 4 oz., the average being 2 0z., two-thirds 
of those replying used bread and milk as a medium. 
Other media employed were blancmange, jelly, 
lactose emulsion, gum solutions, buttermilk, corn- 
flour, and arrowroot. The majority prepared their 
patients as for an anesthetic. Morton noted that 
the atomic weights of bismuth and barium were 
210 and r4o respectively, hence larger volumes of 
the latter were necessary. He suggested the 
possibility of the chemists producing a lighter form 
of barium sulphate like the light form of magnesium 
carbonate. Morton also suggested that if oxychlo- 
ride of bismuth could be made in a lighter form it 
would be ideal. 

Hertz described his routine, which included 
barium sulphate, which he had been using two years. 
He used two ounces of it in four ounces of oatmeal 
porridge with one ounce of milk and a little brown 
sugar. 

Others who participated in the discussion were 
Aldridge, Bythell, Bruce, Cooper, Codd, Bailey. 
Batten, and Holland. On motion, a Committee of 
the Section, comprising Hertz, Morton, Scott. 
Barclay, and Jordan, was appointed to further in- 
vestigate the matter. ALBERT MILLER. 


Shoop, F. J.: X-Ray Therapy. Long Island M. J., 
1914, Viii, 7. By Surg., Gynec. & Obst. 
Shoop claims that for deep gynecological therapy 
it is necessary to have a machine or coil that will 
show eight or nine degrees of penetration by the 
Benoist scale, and a tube having sufficient vacuum 
resistance to allow only one, or at most one and a 
half milliampéres of current to flow through it. 

He cites facts demonstrating that it is the rays 
halted in the tissue and absorbed by it, and not the 
rays that pass through it which affect that tissue, and 
that the hard rays that pass through may, by suitable 
screens or filters, be halted at certain depths as de- 
sired and converted into absorbable rays for thera- 
peutic work. Aluminum plate and layers of satrap 
paper are used as filters. By using a hard tube and 
raying in turn several different small areas of skin 
through apertures in a lead sheet placed over the part 
to be rayed, and changing the angle of the tube 
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each time, the rays were all directed towards the 
center of the mass to be rayed in the deep tissue. 
By this cross-fire method it is possible to produce 
an erythematous dose at the point desired, without 
in the least damaging the overlying tissues. The 
three types of uteri benefited by deep raying are 
the fibromatous, the carcinomatous, and the scle- 
rotic. Conditions that, on account of their tendency 
to deplete and exhaust the possessor by repeated 
hemorrhages, present more or less of a problem to 
the gynecologist as to what method of dealing with 
the particular case will give the best chance for a 
cure or relief. 

He concludes by quoting Déderlein who reports 
thirty-two cases of myoma and hemorrhage which 
received prompt and permanent benefit under 
radiotherapy with no bad effects. The tumors 
disappeared entirely in many cases. More surpris- 
ing still, he found a combination of réntgen ray and 
mesothorium treatment effective in many cases of 
uterine cancer. Six cases are described and repro- 
ductions given of the microscopical picture before 
and after-treatment. He thinks the rays had a 
direct effect on the carcinoma-cells and not, as has 
been previously held, that the cancer-cells were 
affected secondarily by contraction of the sur- 
rounding connective tissue. He also reports eight 
cases of unsuccessful treatment of cancer, which 
had returned after operation. Joun G. Burke. 


Pfahler, G. E.: Present-Day Danger of Réntgen 
Ray Burns and How to Prevent Them. J. Am. 
M. Ass., 1914, lxii, 189. By Surg., Gynec. & Obst. 

Pfahler believes that the combination of en- 
thusiasm for the use of the réntgen ray, and a false 
sense of safety will lead to disastrous results in the 
hands of untrained and unguarded physicians and 
that the present-day use of the réntgen rays is 
perhaps made safe only because there is so much 
more knowledge concerning their use and danger. 
He believes that most of the burns which have been 
produced by physicians lately are due to a lack of 
ability to judge the penetration of the rays needed. 

The author sees great danger in the increased 
use of the fluoroscope if physicians do not take the 
trouble to study the underlying principles governing 
the use of the réntgen ray. To avoid réntgen burns 
during examinations, Pfahler suggests that as small 
an amount of rays be used as is consistent with the 
examination; second, that the quality of the rays 
used be such as will penetrate the tissues; third, 
that every examination be made as short as possible, 
thereby lessening the total amount of rays to be 
absorbed; fourth, intensifying screens should be 
used when practical; fifth, that filters be used for 
the elimination of the softer rays; sixth, that the 
rays be confined to the part actually under ex- 
amination. 

Burns to the operator may be avoided (1) by 
keeping entirely out of the field of rays, by working 
from an adjoining room with lead-lined walls be- 
tween, or by the use of lead-lined cabinets; (2) by 
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confining the rays about the tube so that the only 
way of exit is through the aperture made for the 
examination of the patient; and (3) by means of 
shields, aprons, gloves, etc. 

Burns during réntgen therapy may be avoided 
(1) by following the same general principles re- 
ferred to in the diagnosis; (2) by measuring each 
dose given and never exceeding the limit of skin 
toleration as indicated by the dosimeter; (3) by 
allowing an interval of three weeks between the 
repetition of the dose, on any particular area of 
skin; (4) by the use of more filtration than would be 
used in diagnostic work; (5) by keeping in mind the 
fact that epithelium and glandular tissues are more 
sensitive than any other tissue to the ray; (6) by 
avoiding any other form of irritation on the skin 
treated, such as counterirritation, high frequency 
currents, liniments, stimulating ointments, anti- 
septics, etc. 

Pfahler believes that réntgenology is more dis- 
tinctly a specialty than any other, because to master 
it one must be a good physician, must have a good 
general knowledge of pathology both in general 
medicine and the specialties, must have a large 
equipment, must give much time to the mastery 
of details, and must always be cautious. 

EDWARD H. SKINNER. 


Riehl, G.: Carcinoma and Radium (Carcinom und 
Radium). Wien. klin. Wehuschr., 1913, xxvi, 1645. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The Vienna Central Clinic for radium treatment 
has at present 114 gms. of radium, but the greater 
part of this has been available only since August, 
1913. The clinic is directly connected with an out- 
patient department in which the practicing physi- 
cians of the city can treat their patients; the cases 
treated inside having a special ward, provided with 
radium, set apart for them. The apparatus is de- 
scribed, the salts used, the entire radium content 
and the per cubic centimeter of surface irradiated, 
and the tin-foil filter 1/100 mm. thick for the 
absorption of the B-rays—the y-rays being ex- 
cluded by surrounding the material with gummed 
paper. In stating the number of milligram hours 
used it is necessary to give such information, and 
state the kind of filter material used and its strength. 
Platinum and aluminum are recommended as filter 
materials, because of the comparatively slight 
degree of irritation from their secondary rays—-the 
so-called Dominici tubes for holding radium are 
made from the former metal. 

In deep irradiation, in which the metal filter is of 
primary importance, it is well to put cotton, wool, 
paper, or something of the sort between the latter 
and the skin to avoid the effect of the secondary 
rays. The effect of secondary rays in deep irradia- 
tion seems to depend on secondary rays originating 
in the tissues. Attempts to sensitize the tissue in 
this direction have not given any definite results. 
In the treatment of superficial carcinoma these 
considerations are of no importance. 
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With the use of relatively small doses of radium 
there is nothing new in the treatment of skin can- 
cer, but by the application of large doses, several 
thousand milligram hours, even large skin car- 
cinomata were favorably affected. This was also 
true in a case of recurrent mammary carcinoma 
with a dose of 23,000 milligram hours, but in giving 
large doses the surrounding healthy tissues were 
also injured, although no indirect effect was demon- 
strable on metastases, lymph-glands, etc., that were 
not irradiated. In intensive irradiation, even with 
strong filtration, there are sometimes necroses, in 
which the blood-vessels remain intact for a long 
time, and there is a more or less injurious effect on 
the general condition. Too weak irradiation, on 
the other hand, may stimulate the growth of the 
tumor. MEIDNER. 


Dieffenbach, W. H.: Radium in the Treatment of 
Cancer. Med. Rec., 1913, Ixxxiv, 1068. 
By Surg., Gynec. & Obst. 

The author gives a résumé of Dieffenbach’s 
experience with radium. In one case a laparotomy 
was performed for the express purpose of procuring 
access to an inoperable sarcoma of the groin and 
injecting the same with an ounce of gelatine con- 
taining 20 mg. of 25,000 activity radium bromide. 
The injection was followed by irregularity of 
myocardial contractions, the attack lasting for 
thirty-six hours. The patient returned home in two 
weeks, apparently cured, and within four months 
the large mass, which was fully eight inches in 
diameter, had become much smaller. The patient 
was apparently in good health for two years, but 
finally died from cedema of the lung, ascribed to 
metastases. 

Post-mortem examination showed the tumor to 
be much reduced, having a diameter of about two 
and a half inches. Cicatrization had set in, but had 
not become complete, so that while parts of the 
tumor had been destroyed, others escaped destruc- 
tion, but later took on active growth, finally com- 
pletely destroying the cicatricial tissue. 

Aside from skin lesions, the writer has treated a 
number of cases of carcinoma, including inoperable 
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carcinoma of the neck, the liver, the spleen, the 
stomach, and inoperable carcinoma of the rectum. 
The principle of dosage to be remembered in all 
cases is that short doses stimulate, while large, heavy 
doses inhibit cellular growth. ‘This fact has been 
demonstrated on seeds, amoeba, and on living tissues. 
In conclusion, the writer expresses his conviction 
that the battle against malignancy is not as confined 
and hopeless as is generally pictured. In many 
so-called inoperable lesions, the combination of 
surgery with irradiation will prove successful. 
James T. Case. 


Schindler, O.: Radium and Mesothorium Treat- 
ment of Malignant Tumors (Eriahrungen iiber 
radium- und mesothoriumtherapie maligner Tumor- 
en). Wien. klin. Wchnschr., 1913, xxvi, 1413; 1463. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author has treated a series of malignant tu- 
mors of various kinds with large doses of radium 
and mesothorium, reckoned in milligram hours, and 
gives a detailed report of his very favorable results. 
He shows the marked advantages of massive doses 
as compared with smaller doses. Radium and 
mesothorium are alike in this respect. The y-rays of 
radio-active substances have the advantage over 
réntgen rays of having a deeper effect and of being 
easier to handle. It is not necessary, as the author 
shows by a case, to always work with several hun- 
dred mg. of radio-active substance. The same re- 
sults can be obtained by the continuous use of small- 
er doses for weeks at a time. 

The favorable effects of post-operative irradiation 
are shown; he recommends the prophylactic irradia- 
tion of recovered cases to avoid recurrence; and, 
like Wickham and Degrais, recommends irradiation 
in connection with surgical procedures to improve 
the results. He believes the treatment of operable 
cases should be limited to superficial tumors, but 
that all others should be operated on first and then 
treated with the rays; and that inoperable tumors 
should, as often as possible, be rendered operable 
by the use of the rays. In all cases where metastasis 
has taken place the rays can be used with advantage 
for the treatment of symptoms. LEwIN. 
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UTERUS 


Von Hansemann, D.: Precancerous Conditions 
(Uber pricancerése Krankheiten). Ziéschr. f. Geburtsh. 
uw. Gyndk., 1913, Ixxiv, 140. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The cause of cancer is chronic irritation; this 
irritation leads to the disease, however, only if there 
is an individual predisposition. In order for cancer 
to arise there must be an anaplastic transformation 
in the character of the cell caused by the chronic 
irritation. The greater the predisposition, the 
shorter the period of irritation necessary to produce 
cancer. Cancer after 60 years of age is rarer because 
the individuals with predisposition have died before 
that age. There is no one single cause that applies 
to all cases of cancer; there probably are cases where 
anaplasia is lacking, and where the theories of 
Cohnheim, Thiersch, and Ribbert are not applicable. 

The precancerous diseases belong mostly to the 
group of chronic inflammations which lead to hyper- 
plastic changes. Other non-inflammatory hyper- 
plasias that have such a tendency are polyps, hy- 
pertrophy of the prostate, goiter, hypernephroma; 
secondary atrophic conditions of the stomach with 
hyperplastic changes, especially in the region of the 
pylorus, such as follow malaria, syphilis, and intoxi- 
cations; scar formation in the lower extremities 
(Bergmann); papillary growths in the rat’s stomach 
from parasites (Fibiger); similar growths in the 
bladder (Loewenstein); transformation of stomach 
ulcer into carcinoma, though not always, as Aschoff 
justly claims; scars from burns; and, rarely, trauma 
is followed by the formation of carcinoma. 

It is the duty of the house physician to contribute 
to the clearing up of this question by noting all 
factors that might lead to the development of can- 
cer, such as chronic irritations, trauma, and other 
injuries. Only in this way can we see the first act, 
the precancerous stage, of which we now see only 
the last act, the cancer, in the hospitals. 

Von GRAFF, 





Scherer, A., and Kelen, B.: Treatment of Can- 
cer of the Uterus with R6éntgen and Radium 
Rays (Uber die Behandlung des Uteruskrebses mit 
rontgen und radiumstrahlen). Versamml. Deutsche 
Naturforsch. u. Arzte, Wien, 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The authors report 218 cases of carcinoma which 
have been treated, since the beginning of February, 
Ig1o, with réntgen rays; since May 28, tori, with 
combined treatment with réntgen and radium rays. 
In Group 1, in which the treatment consisted of 
irradiation after operation to prevent recurrence, 


the authors have late reports from 58 of 77 cases; 
the remainder, mostly poor women from the coun- 
try, stopped after one or two treatments. Ten of 
the 58 patients died; of the others, 5 are free from 
recurrence after three years, 15 after two years, 20 
after one year, and 8 after six months. Compared 
with the earlier clinical data for cancer of the uterus 
this shows an improvement of 10.5 per cent in free- 
dom from recurrence. 

In Group 2, réntgen treatment alone was used in 
cases of inoperable carcinoma, since the beginning 
of rto10. In 103 cases of inoperable carcinoma of 
the uterus and 5 of carcinoma of the ovary, the 
following cases are worthy of mention: 24 cases 
under treatment for 114 to 2 years showed a re- 
markable decrease in the local and general symp- 
toms; in 3 cases there was entire disappearance of 
the nodule; there were 2 cases of complete re- 
covery that have been under observation for more 
than three years; 2 apparently inoperable cases be- 
came operable after treatment. 

Group 3 comprised 12 miscellaneous cases, among 
them one cured case of actinomycosis of the ovary 
and one of cancroid of the mammary gland. In 
Group 4 a combined treatment of réntgen and 
radium rays was applied for 1 to 2 hours with weak 
filter, in 14 cases, in the early stages, with no special 
results. 

In Group 5 there was combined treatment with 
réntgen and radium, with strong filter and protracted 
application. In 4 cases of inoperable cancer of the 
cervix, after four months’ treatment there was a 
marked, and in some cases, complete disappearance 
of the tumor and a decided improvement in the gen- 
eral condition. One case of carcinoma of the vagina 
and one of tuberculous ulcer of the cervix are still 
under treatment. 

In malignant tumors, radium and réntgen rays 
should be used together, their values being about 
equal. If there is a palpable cancerous nodule, 
radium should be applied directly to it. The réntgen 
rays affect the infiltrations and metastases by a con- 
tinuity that cannot be touched by the radium. The 
authors have been working for more than two years 
with pure radium carbonate, corresponding to 27 
mg. of radium bromide. This relatively small 
amount of radium, enclosed in a lead capsule 1.3 mm. 
thick, must be left lying for days in the vagina. The 
hardest 8-rays are present in the irradiations, but 
they have had no unpleasant reactions. To work 
with pure y-rays and a lead filter 3 mm. thick does 
not seem to offer any advantages. The authors 
believe that by choosing the right thickness of filter 
and combining the radium treatment with the 
vaginal and abdominal application of réntgen rays, 
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valuable results can be obtained. This conclusion is 
of importance in view of the great numbers of pa- 
tients needing radium treatment and the great cost 
of radium and mesothorium. 


Czyborra, A.: Uterus and Ovaries after Réntgen 
Treatment; Case of Ovarian Tumor after 
Hydatid Mole (Uterus und Ovarien nach Réntgen- 
bestrahlung. Ovarialtumor im Anschluss am Blasen- 
mole). Fortschr. d. Med., 1913, XXxi, 1037. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports the case of a woman who was 
treated for 15 months for myoma of the uterus; as 
the menses did not entirely cease and there were 
flecks of blood which disturbed the patient greatly, 
the uterus and adnexa were removed. The right 
ovary was found to be adherent behind the uterus; 
the uterus had decreased in size during the treat- 
ment, but contained a submucous myoma. Micro- 
scopical examination of the ovaries showed that on 
the left the graafian follicles as well as the primordial 
follicles were lacking and replaced by connective 
tissue. The right ovary did not contain any graafian 
follicles, but did show primordial follicles. 

The author is inclined to attribute the incomplete 
result of deep réntgen treatment, in spite of large 
enough dosage, to the fact that a submucous myoma 
coexisted with an atypical location of the right 
ovary, and that they did not wait long enough for 
the effect of the last series of irradiations. The 
operation was done six days after the last treatment. 

He also reports the case of a woman who, four 
weeks after the removal of a hydatid mole, presented 
a tumor on each side of the uterus, one as large as 
an orange, the other the size of a man’s head. They 
were removed by operation and diagnosed as lutein 
cysts. Microscopical examination showed abundant 
lutein cells. 

He believes it is best not to regard such tumors 
as benign and that as soon as cysts of the ovaries 
appear after a mole they should be removed, with- 
out regard to their character and whether or not 
there is any evidence of chorio-epithelioma. 


Weibel: Operative Technique and Results in 
Carcinoma of the Uterus (Operationstechnik und 
Resultate bei Uteruscarcinom). Tr. Internat. Med. 
Cong., Lond., 1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Weibel reports the results of 15 years’ experience 
with 800 operations for carcinoma. Wertheim’s 

Clinic shows permanent recovery, after 5 years or 

more, in 42.5 per cent of all cases operated on for 

carcinoma of the cervix, and if those who died during 
the operation are excluded, 53.5 per cent; of all cases 
that came to the hospital, including inoperable ones, 
they can show absolute recovery in 20 per cent. To 
show the actual results for different operators and 
different operations the percentage of recoveries, 
not only among all cases operated on, but among 
those surviving the operation, should be given. In 
this respect the author’s statistics differ from others; 
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he is opposed to too great an extension of the field 
of operation, as he has always been, especially as 
regards the ureter embedded in a carcinoma. In 
such cases, he prefers to free the ureter from adhe- 
sions rather than to remove it for excision, as the 
latter has shown some very bad after-results. 

Carcinoma of the body of the uterus is much rarer 
and less malignant than that of the cervix; the 
parametrium is almost never affected, though the 
pelvic glands are carcinomatous in 16 per cent of the 
cases operated on; however, the inguinal glands are 
seldom involved. From this he concludes that 
operation should always be through the abdomen, 
the vaginal route being chosen only when there is an 
absolute contra-indication for laparotomy. Myoma 
and carcinoma of the body of the uterus are fre- 
quently associated, and in 2 per cent of all cases 
operated on for myoma he found carcinoma of the 
body, and in 19 per cent of cases operated on for the 
latter condition he found myoma — this fact is 
significant in radiographical treatment. Metastases 
in the tubes and ovaries are frequent and furnish 
another reason for choosing the abdominal route. 

With regard to the recurrence of carcinoma after 
more than five years, Weibel has obtained the follow- 
ing results: Of 169 cases, 13, or 7.7 per cent, had car- 
cinoma again after 6 to 7 years; one had a sarcoma. 
Among the 13 cases of carcinoma there was one can- 
cer of the duodenum, one of the breast, and one of 
the clitoris. The microscopical pictures of these three 
carcinomata were so different from the pictures of 
the original carcinomata of the uterus that they can 
hardly be called recurrences. The remaining 10 
cases — 6 per cent — were undoubted recurrences 
in the wall of the pelvis; there was no recurrence 
later than the seventh year. The percentage of 
recurrences lessens considerably and quite steadily 
from the first to the fourth year, and remains con- 
stant for carcinoma of the cervix from the fourth to 
the seventh year. In carcinoma of the body there 
was no recurrence after the fourth year. The author 
believes, therefore, that for cervical carcinoma the 
period must be extended to 7 years before the cure 
can be considered permanent. 

Proust, of Paris, discussed some points in the 
technique of abdominal hysterectomy, particularly 
after ligation of the hypogastric arteries and their 
topography. 

Faure, of Paris, gave statistics from his private 
practice as to the results of the more radical total 
abdominal extirpation which he has been using 
exclusively for 17 years. Of 24 cases operated on, 
2, or 8.33 per cent, died as a result of the operation; 
5, or 20.83 per cent, of recurrence; in 17, or 70.83 
per cent, there was recovery. In 13 of these cases 
the time elapsed since operation is from 20 months 
to six and one-half years. He believes that radium 
has a considerable effect on carcinoma, but that it 
should never be used in place of operation; only 
post-operatively to avoid recurrence. 

BERKELEY, of London, gave the following statis- 
tics of his operations: 63 per cent of his cases were 
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operable, there being 22.5 per cent primary mortality 
after the operation; 32.4 per cent recurrences; and 
25.4 per cent absolute recoveries. 

CHILDE, of Southsea, discussed some points in the 
technique of extirpation of the cancerous uterus, 
which he considered important. He laid special 
stress on the preliminary curettage or cauterization 
of the coats of the tumor. He has constructed a 
special clamp for clamping the parametrium. 

Puyo, ¥ Bruit, of Barcelona, always uses ab- 
dominal total extirpation by Wertheim’s method, 
and has obtained good results in seemingly hopeless 
cases. He puts sounds in the ureters during the 
operation. In all cases that recovered he has found 
large numbers of eosinophile cells in the tumors. 

RECASENS, of Madrid, prefers the abdominal 
method and the most extensive field possible. He 
believes that vaginal hysterectomy should be used 
only in the very earliest cases. 

DickINSON, of Brooklyn, referred briefly to what 
he had said in the report of his method concerning 
the two suture ligatures in hysterectomy. 


Susi, K.: Lipoids in the Human Uterus (Uber die 
Lipoide im menschlichen Uterus). Zéschr. f. Geburtsh. 
u. Gyndk., 1913, Ixxii, 787. 

By Zentralbl. f d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author examined 104 uteri for lipoid sub- 
stances, also for the fat content in the epithelium, 
mucosa, muscularis, and vessels. He found, espe- 
cially in the mucosa and muscularis, but also in the 
blood-vessels, droplike formations belonging to the 
lipoids. These were present at all ages, but increased 
with age. In three pregnant uteri the fat content 
was not increased, but rather decreased, while in 
all cases of puerperal uterus there was a marked 
increase in the lipoids, which, moreover, showed 
double refraction. In myoma the fat content of the 
tumor was less than that in the parenchyma of the 
uterus. There were solid, ring-shaped, and sickle- 
shaped formations, mostly intracellular, and in the 
muscle-cells lying near the poles. In eleven cases of 
different ages the author tried, with various staining 
methods and microchemical reactions, to determine 
the lipoids of the mucosa and muscularis more 
accurately. Pigment could not be demonstrated 
anywhere; in the pregnant uteri there were some 
lipoids in the mucosa that were soluble with diffi- 
culty; no closer identification was possible, so the 
author believes that there were no pure lipoid sub- 
stances. The appearance of lipoids is the result of 
depressed vital function of the cells. 

RITTERSHAUS. 
Weiss, E. A.: Some Diagnostic Errors in Differ- 
entiating Lesions of the Cervix. Penn. M. J., 
1914, XVii, 30T. By Surg., Gynec. & Obst. 

In reviewing the work of the Cancer Commission 
of the Pennsylvania Medical Society, the author 
states that the society has decided to continue its 
work along the educational lines as heretofore, and 
to this end it has enlisted the codperation of the 


universities, nurses’ training schools, and the county 
medical societies in the work. 

As the early signs and symptoms of cervical 
cancer are so few, the commission recommends that 
a thorough examination be made of the part, and if 
any doubt exists, that the patient be kept under 
observation and repeatedly examined. Whenever 
there is bleeding and a watery discharge, cancer 
should be thought of. While the causes of uterine 
bleeding and discharge are many and often transient, 
they state with all positive emphasis that any 
irregular bleeding or suspicious discharge should, 
under no circumstances, be treated without making 
a careful digital examination. In doubtful cases a 
microscopical examination should be made of a 
small piece of the tissue. 

Acuminate condylomata, erosion of the cervix, 
and chancroids have been mistaken for the condition. 
In conclusion the Commission recommends that 
every married woman over forty years of age be 
examined at least once a year if not oftener. 

EDWARD L. CORNELL. 


Hitschmann, F., and Adler, L.: Study of the 
Normal and Inflamed Uterine Mucosa; En- 
dometritis, with Special Reference to Irreg- 
ular Hemorrhage from the Uterus (Ein weiterer 
Beitrag zur Kenntnis der normalen und entziindeten 
Uterusmucosa. Die Klinik der Endometritis mit be- 
sonderer Beriicksichtigung der unregelmiissigen Ge- 
biirmutterblutungen). Arch. f. Gyndk., 1913, c, 233- 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


While recognizing glandular hyperplasia of the 
mucosa, the authors maintain that it is only an in- 
terstitial form of inflammation of the mucous mem- 
brane of the uterus, characterized by infiltration, 
particularly with plasma-cells. They maintain, in 
spite of all objections, the correctness of their find- 
ings as to the cyclical changes in the normally 
menstruating woman. Abnormal changes in the 
mucous membrane are found as follows: 

1. Where the period begins regularly but lasts an 
abnormally long time. In such cases, in the post- 
menstrual period, small, collapsed glands are found, 
in jagged rather than straight lines, with an epithe- 
lium of several layers. 

2. In irregular menstruation there is a change in 
the mucous membrane, but it does not show the nor 
mal phases. The forms of glands characteristic of 
different phases are found together, as a result of 
pathological function of the ovary. 

Discharge is the only one of the trio of symptoms 
of endometritis, hamorrhage, pain, and discharge, 
that is present. It is not possible by curettage to 
so influence the re-formation of a hyperplastic 
mucosa rich in glands that it will be less abundantly 
provided with glands. The abundance of glands in 
a mucosa is not the cause of the haemorrhage, there- 
fore the curettage of such a mucosa for bleeding is 
just as likely to fail as to succeed. Interstitial 
inflammation of the mucosa does not lead to hamor- 
rhage, the hemorrhage being due to a simultaneous 
inflammation of the ovary. 
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The authors maintain that changes in the func- 
tion of the ovary also cause bleeding in retroflexion, 
metritis, and myoma. They do not admit local 
causes for hemorrhage, with the exception of me- 
chanical irritations, polyps, submucous tumors, etc. 

From their own and other authors’ work they con- 
clude: (1) Curettage can no longer be regarded 
as anything more than a symptomatic treatment. 
(2) There is still some doubt as to whether hemor- 
rhage is caused by anatomical or functional changes 
in the ovaries. (3) Pain in endometritis indicates 
that the inflammation has passed beyond the 
boundaries of the uterus. (4) Only a purulent dis- 
charge is a sign of chronic endometritis. They deny 
the value of curettage for discharge in endometritis, 
except in post-abortion cases. They are doubtful 
as to the good results of caustic treatment, and say 
that the radical treatment of purulent discharge is 
as yet an unsolved question. ASCHHEIM. 


Jaschke, R. T.: Symptom-Complex of the Climac- 
teric and Its Relation to General Medicine 
(Der klimakterische Symptomenkomplex in seinem 
Beziehungen zur Gesamtmedizin). Prakt. Ergebn. d. 
Geburtsh. u. Gynak., 1913, V, 275- 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Under the climacteric symptom-complex the 
author includes all local and general changes in the 
organism that take place at the period of transition 
from the age of sexual activity to that of sexual rest. 
He does not draw any distinction between normal 
and pathological conditions. 

The beginning of the menopause is not the critical 
point, for climacteric symptoms may exist for years 
either before or after this. The modern opinion is 
that endometritis has very little to do with the 
so-called climacteric hemorrhage, and in many 
cases there are no demonstrable changes in the 
genital organs. Arteriosclerosis is doubtless of great 
importance, but according to Pankow’s investiga- 
tions no casual relationship has been established. 

The author uses the term metropathia hemor- 
rhagica climacterica only in cases where there are no 
demonstrable anatomical-pathological changes, and 
attributes them to disturbances in internal secretion. 
He passes over the changes in the genital organs 
themselves and discusses conditions in the different 
organic systems so exhaustively that the work is 
not suitable for a brief extract. His discussions of 
the heart and blood-vessels, metabolism, and the 
nervous system are especially important. 

In conclusion, the author endeavors to give the 
etiology of the different symptoms and also gives a 
number of valuable points in regard to internal 
secretion. The gradual disappearance of the ovarian 
hormone causes a disturbance of function in the 
whole system of ductless glands, which persists 
until a new balance is established. If there was 
already any abnormality in the function of any of 
the other ductless glands, the condition is compli- 
cated, the disturbances are greater, and the estab- 
lishment of a balance takes a longer time. The 
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question is complicated by the fact that the secretion 
of one ductless gland increases certain functions of 
the other glands, while it inhibits certain other 
functions. RUHEMANN. 


Mayer, E.: The Intranasal Treatment of Dysmen- 
orrhoea; with a Report of Ninety-Three Cases. 

J. Am. M. Ass., 1914, lxii, 6. 
By Surg., Gynec. & Obst. 


Mayer reports 93 cases of dysmenorrhcea which 
were treated intranasally. Abnormal conditions 
of the nose were removed when present, otherwise 
the spots of Fliess in the nasal mucosa, which Fliess 
terms “genital spots,” which showed tumefaction 
and engorgement, were cauterized either with 
the electrocautery or with trichloracetic acid. The 
latter applied four times to the genital spots at 
intervals between menstrual periods is usually 
sufficient to obtain lasting results. The symptom- 
complex of premenstrual headache, nausea, and 
colic at the onset of the flow, was completely relieved. 

Of the 93 patients, 12 did not report, leaving a 
total of 81 cases reported on: 19 were not relieved; 
14 were improved, and 48 were cured; i. e., 60 per 
cent cured and 75 per cent benefited. 

HENRY SCHMITZ. 


Dean, J. M.: Operative Procedure in the Treat- 
ment of Uterine Displacement. J. Mo. Si. M. 
Ass., 1914, X, 238. By Surg., Gynec. & Obst. 

Dean discusses operative procedures employed 
in correcting retroversion and prolapsus uteri. He 
first takes up the normal anatomical position of the 
organ and its relations, then discusses the relative 
uses of the Kelley, Mills, Baldy, Gillian, and 
Alexander-Adams operations for retroversion. He 
advocates the Watkins-Wertheim operation for 
prolapsus. 

Dean thinks prolapse in tumors of the uterus is 
best treated by abdominal section, and transplant- 
ing the cervical stump between the recti muscles, as 
advised by Kocher. For prolapse of the vaginal 
walls following hysterectomy he advocates vaginot- 
omy. EUGENE Cary. 


Donaldson, H. R.: 
Prolapse. 


A Few Remarks on Uterine 
J. M. Ass. Ga., 1914, iii, 302. 
By Surg., Gynec. & Obst. 

The author pleads for more careful work in the 
after-treatment of obstetrics. His conclusions on 
the subject are as follows: 

1. A hypodermic of morphine and atropine is 
recommended during the first stage in primipare 
but he is opposed to its use in other stages and in 
multipare. 

2. The membranes should not be ruptured too 
early; in fact, unless there is some special indication 
they should not be ruptured until the bag of water 
presents at the vulva. 

3. When forceps delivery is necessary there 
should be a more cautious and deliberate use of 
instruments than is frequently the case. A change 
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from long to short forceps in completing a mid- 
forceps delivery is recommended. 

4. When a laceration occurs, a careful, pains- 
taking, aseptic repair should be done. 

5. The patient should be cautioned against 
lying on her back during the entire confinement 
period, as this position encourages retroflection, 
which is usually the first step in prolapse. 

6. The use of a tight abdominal binder, which 
also encourages retroflection should be forbidden. 

7. A primipara should be kept in bed for one 
month and a multipara at least three weeks. 

8. For a period of at least six weeks after the 
patient is allowed to leave her bed she should be 
free from any unusual exertion, standing upon her 
feet for any considerable length of time or the per- 
formance of any social duties whatever. 

g. An examination of the mother should be 
made in about two months after labor, to ascertain 
the condition and position of the pelvic organs, 
especially with regard to a lacerated cervix and 
whatever treatment may be found necessary should 
be promptly resorted to. Epwarp L. CorNeELL. 


Byford, H. T.: Choice of Operations for Retro- 
version when the Abdominal Cavity is Opened. 
Chicago M. Recorder, 1914, xxvi, I. 

3y Surg., Gynec. & Obst. 

The author considers the Alexander operation 
for shortening the round ligament to be theoretically 
and practically the best, but when the peritoneal 
cavity must be opened, he operates as follows: 

The ligament is grasped, near its exit from the 
internal inguinal ring and pulled towards the 
median line until it is taut. A slender 20-day catgut 
thread is passed through it about a centimeter from 
the internal ring and again about five centimeters 
from its uterine attachment, and tied. The edges 
of the resulting loop of ligament are sewed so as 
to form a double cord, the end of the thread being 
left projecting beyond its free end. The peritoneum 
is separated freely from the abdominal wall at the 
lower end of the incision laterally as far as the 
internal inguinal ring. With the point of a pair of 
slightly curved hemostatic forceps the peritoneum is 
punctured, from without inward about a centimeter 
mesially from the ring, the thread is grasped and 
the loop is pulled through the puncture until all 
of the sutures are extraperitoneal. With a per- 
manent suture the loop is attached at a point about 
a centimeter from its base to the under surface of 
the abdominal wall as near the inner ring and as low 
down as possible without risk of puncturing the 
epigastric or femoral artery. The pulsating arteries 
are easily felt, and each step of the operation should 
be guided both by sight and touch. The loop is 
twisted half-way around on its long axis and sewed 
with catgut along the abdominal wall toward the 
median line. The same is done on the opposite side 
with the other ligament and the abdomen is closed 
in the usual way. A small pessary is introduced to 
be worn for two or three months. EvuGENE Cary. 


Rissmann, P.: One Hundred Cases of Ventro- 
fixation of the Round Ligament by the 
Author’s Own Method; and 100 Alexander- 
Adams’ Operations with Buried Silk-Sutures, 
Without any Recurrence (Uber 1oo Ventrofixuren 
der Ligg. rotunda nach eigener Methode und iiber too 
Operationen nach Alexander-Adams mit prinzipieller 
Versenkung von Seidenfiiden ohne Rezidiv). Zischr. 
f. Geburtsh. u. Gyndk., 1913, Ixxiii, 696. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Rissmann’s method consists in the fixation of the 
round ligament, cut 5 cm. from the uterine end, to 
the abdominal wall with three silk-sutures, using 
Pfannenstiel’s transverse incision of the fascia and 
spinal anesthesia. He thinks it is important to use 
silk rather than catgut. He has never seen any of 
the bad results that are commonly feared from buried 
silk-sutures. His results with this method have been 
favorable; he had only one death from extensive 
adhesions. He never had symptoms of ileus, and 
secondary hernia only once. Pregnancy and labor 
occurred in 17 cases without complications of any 
consequence. The indication for Alexander-Adams’ 
operation seems to him to lie in the possibility of 
correcting abnormal positions under spinal anws- 
thesia. A modification of this operation suggested 
by Rissmann is the superimposing of the fascia. He 
had roo cases without recurrence or hernia. 

R. KOHLER. 


Sigwart, W.: Suture of the Great Pelvic Vessels 
in the Abdominal Radical Operation (Uber die 
Naht der grossen Beckengefiisse bei der abdominalen 
Radikaloperation). Zéschr. f. Geburtsh. u. Gyndk.. 
1913, Ixxiv, 374. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb . 

Since the first abdominal extirpation of the uterus 
for carcinoma by Freund, in 1878, we have learned, 
after splitting the broad ligament (Bumm, 1905), to 
lay bare all the pelvic vessels from the point of bifur- 
cation of the iliac to the obturator and the superior 
vesical, and to avoid them as much as possible in 
cleaning out the parametrium and removing the 
glands. If injury does occur the resulting hemor- 
rhage may be controlled not only by ligation, but 
by suturing the vessels. 

Bundles of carcinomatous glands are likely to be 
adherent to the walls of the veins, and so it is often 
difficult to avoid injuring the hypogastric vessels 
and the external iliac vein, though the external iliac 
artery can almost always be avoided. A ligation of 
the hypogastric, or even of the common iliac vein 
itself, need not cause a long continued insufficiency 
of the venous outflow from the pelvis, because of 
the formation of collaterals to the external iliac vein 
as well as to the vena cava through the vertebral 
veins. 

The ligation of the hypogastric artery also has no 
serious consequences, while the superior vesical 
artery should always be spared if possible in ligating 
the uterine artery, for fear of interfering with the 
nutrition of the bladder wall. The external iliac 
vein is frequently the seat of large packets of glands, 
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but the danger of gangrene of the leg from ligating 
it was greatly exaggerated by Braun (1871) and 
Toldt (1897); according to Wolff, ligation of this 
vein led to gangrene of the leg in only 5 per cent of 
the cases. 

Braun and Miiller have shown that with sufficient 
arterial pressure a venous collateral circulation is 
almost always created through the obturator and 
gluteal veins and the subcutaneous veins on the 
posterior superior part of the leg, yet in injury to 
the iliac vein suture should always be undertaken. 
This may offer great technical difficulties, if the 
patient is a corpulent woman and the vessels lie 
deep down in the pelvis, or if vessel is injured, not 
on its broad upper surface but on one side. 

SULZER. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Dannreuther, W. T.: Corpus Luteum Organother- 
apy in Clinical Practice; with Report of a Case 
of Bilateral Salpingo-Oéphorectomy in which 
the Administration of Corpus Luteum Ex- 
tract Was Followed by the Reeéstablishment 
of Menstruation. J. Am. M. Ass., 1914, lxii, 
359. By Surg., Gynec. & Obst. 

The internal secretion of the ovary is derived 
from the corpus luteum, hence extracts of the 
latter and not of the entire ovary, should be em- 
ployed. Among the therapeutic indications, ovarian 
disturbance and inhibition of its function are com- 
mon to all, otherwise the use of the extract is 
nullified. The accessory symptoms following the 
administration of the freshly desiccated corpus 
luteum as laid down by Burnam are adhered to and 
additional accessory symptoms enumerated, e. g., 
the extract must be obtained from ovaries of preg- 
nant animals only; constant supervision of blood- 
pressure is necessary, a fall of 15 mm. Hg. prohibit- 
ing further use. Five grs. of the desiccated 
extract are equivalent to 30 grs. of the fresh yellow 
body, and constitute a dose to be given three times 
daily; 10 grs. t.i.d. are rarely necessary. If indicat- 
ed, it may be used in amenorrhoea of early men- 
strual life; ovarian dysmenorrhcea; symptoms of 
climacterium; sterility in absence of any patholo- 
gical conditions in the pelvis; and hyperemesis 
of early pregnancy. 

The author reports a case in which menstruation 
became reéstablished by corpus luteum extract 
after bilateral salpingo-oéphorectomy; subjective 
symptoms of a premature menopause were entirely 
absent. HENRY SCHMITZ. 


Hirsch, J.: Treatment of Disturbances of the 
Internal Secretion of the Ovary with Glan- 
duovin (Uber die Behandlung von Stérungen der 
inneren Sekretion der Ovarien mit Glanduovin). Berl. 
klin. Wehnschr., 1913, 1, 1810. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The author used a special extract of the ovary, 
called glanduovin, which he prepared. From his 
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practical experience with this remedy he believes 
that the symptoms of either the premature or nor- 
mal climacteric can be favorably influenced by it. 
He treated 25 cases successfully and 3 unsuccess- 
fully. Dysmenorrhoea due to hypofunction of the 
ovaries was cured by glanduovin in 32 out of 37 
cases. In oligomenorrhcea and amenorrha@a he 
reports only one failure in 16 cases; one case out of 
two of dermatosis during pregnancy was favorably 
affected; the results were doubtful in pruritus vulve 
in pregnant and non-pregnant women; hyperemesis 
gravidarum was improved in 9 cases out of 19. The 
injections were repeated daily until results were 
obtained, two to four injections generally sufficing. 
The author believes the effect is due to the fact that 
the giving of hormones stimulates an increased pro- 
duction of hormones in the body. RUNGE. 


Schickele, G.: The Influence of the Ovaries on 
the Growth of the Breasts; a Study of In- 
ternal Secretion (Der Einfluss der Ovarien auf 
das Wachstum der Brustdriisen. Beitriige zur Lehre 
der inneren Sekretion). Zéschr. f. Geburtsh. u. Gynak., 
1913, Ixxiv, 332. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Schickele reports cases of swelling of the breasts 
in new-born girls; of foetal menstruation; of breast 
development in little girls, in different classes of 
society; of swelling of the breasts during menstrua- 
tion and of bloody discharge from them; and a case 
of menstruation during pregnancy. He also reports 
cases showing the influence of castration on the 
development and secretion of the mammary glands; 
atrophy of the glands after castration; and tells of 
his own and other authors’ animal experiments with 
extracts of the corpus luteum, placenta, and testicles. 
He also tells of his experience in regard to myometrial 
glands, the possibility of developing milk secretion 
in the breasts of a primipara by placing an infant 
at her breast near the end of pregnancy; the swelling 
of the breasts after castration; and the symptoms 
of the menopause. He says that the influence of the 
ovary and, in many respects, of the corpus luteum on 
the growth of the mammary gland should be deter- 
mined as far as possible; it is probable that other 
glands with internal secretion have a vicarious effect, 
but this needs further proof. Horstatrer. 


Varaldo, F. R.: Experimental Research on 
Changes in the Ovary from Repeated Injec- 
tions of Adrenalin (Experimentelle Untersuchungen 
iiber Eierstockverinderungen infolge wiederholter 
Adrenalineinspritzungen). Zentralbl. f. Gyndk., 1913 
XXXVii, 1350. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb 


The many contradictions in the results of experi- 
ments regarding the functional relation between 
the ovaries and the suprarenal glands led the author 
to study, experimentally, the effect on the ovaries 
of female dogs of subcutaneous injection of adrena- 
lin. He used normal, pregnant, and castrated dogs, 
and found that there was a perceptible decrease in 
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the size of the ovary, and on microscopical examina- 
tion this was found to be due to degenerative pro- 
cesses in the specific glandular parenchyma. There 
was a marked increase in the resistance of the animal 
to adrenalin poisoning during pregnancy, while 
that of the castrated animal was noticeably de- 
creased. Therefore, there must be an antagonism 
between the cortical substance of the suprarenal 
gland and that of the ovary. Harr. 


Evler: Autoserotherapy, in a Case of Malignant 
Papillary Cyst of the Ovary (Autoserotherapie bei 
einem Fall von malignem papillairem Ovarialcystom). 
Berl. klin. Wchnschr., 1913, 1, 2008. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

Evler operated three years ago on a patient with 

a malignant cystoma that could not be removed 

radically on account of extensive adhesions. After 

emptying out about ten liters of a turbid fluid the 

cyst still contained about 4 liters; accordingly, a 

small opening was made and the cyst sutured into 

the subcutaneous connective tissue so that the con- 
tents would be poured out into this tissue. In the 
course of the following three years the patient had 
to be punctured three times, but her general condi- 

tion, which was very bad before the operation, im- 

proved to a marked degree. ZINSSER. 


Kosmak, G. W.: The Role of Ovarian Disease in 
the Production of Sterility. N.Y. St. J. Med., 
1913, Xiii, 638. By Surg., Gynec. & Obst. 

In this preliminary contribution to the study of 
the réle of ovarian disease in the production of 
sterility Kosmak has drawn some tentative con- 
clusions based on an analysis of 45 cases of his own 
and other surgeons. He believes we have much to 
learn of the physiology, pathology, and treatment of 
sterility in women. Though malformations and 
malpositions are important among the causative 
factors, he believes their importance has _ been 
overestimated. 

As to ovulation he says, “In respect to the time 
at which it takes place in relation to the menstrual 
periods we are still more or less in ignorance, and 
whether each menstrual period is necessarily ac- 
companied by the discharge of an ovum cannot be 
stated conclusively. It is presumed a follicle 
ruptures at each period, but whether this occurs in 
each ovary alternately has not as yet been demon- 
strated, nor do we know whether successive follicles 
ripen and rupture during successive months in a 
healthy ovary when the other is diseased. The only 
presumptive evidence pointing to this fact is that 
in the presence of a cystic ovary which does not 
functionate, menstruation and apparently ovulation 
go on regularly.” 

He has further been impressed with the idea that 
although the menstrual function is apparently not 
inhibited in such cases, a follicle does not always 
rupture on each occasion, for in many instances 
where such disease of the ovary is present, sterility 
is a frequent accompaniment. 


He has been led to believe that marked cystic 
degeneration of the ovaries is the central and 
important factor in the production of sterility in 
certain instances, and he thinks it probable that the 
irritation and disturbance produced by the presence 
of such a condition would act as a bar to fertilization. 

The author’s conclusions are that the question of 
sterility in an otherwise healthy woman must depend 
on an aggregation of factors and that the entire 
pelvic contents must be subjected to careful study. 
In a certain proportion of cases, however, removal of 
a diseased ovary undoubtedly contributes to in- 
creased function in the other, as evidenced by im- 
preved menses and the greater possibility of subse- 
quent pregnancies. 

It would appear that sex is not dependent on the 
side from which the individual ovum is derived and 
that whether the left or right is removed the propor- 
tion of sexes in subsequent children is about equal. 

Ei. A. BULLARD 


Daude, O.: Sterility in Women; and Its Treat- 
ment by Baths (Uber die weibliche Sterilitat und 
ihre Béiderbehandlung). Fortschr. d. Med., 1913, 
XXX1. 1072. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses first the general and local 
causes of sterility and considers cases caused by 
anemia and chlorosis, gout, diabetes, and chronic 
intoxications as suitable for bath treatment. Of 
those due to local gynecological causes, balneo- 
therapy can be used in mild degrees of infantilism, 
hyperesthesia of the genital ergans, and especially 
in chronic inflammatory processes in the uterus and 
adnexa. The baths that have the most extensive 
use are the carbonic acid chalybeate baths, which 
are recommended in almost all cases and which can 
be combined with massage and other physical meth- 
ods of treatment. Brine baths, sometimes combined 
with the carbonic acid chalybeate ones, can be used 
in inflammatory processes, but they are to be avoided 
in states of excitement. In such conditions the au- 
thor prefers mud baths at 36 to 38 degrees, which 
have a quieting effect. Besides full baths, sitz baths, 
sponge baths, and packs are recommended. 

RUHEMANN. 


Reynolds, E.: The Principles Underlying the 
Successful Treatment of Sterility in Women. 
N.Y. St. J. Med., tot, xiv, 4. 

By Surg., Gynec. & Obst. 

Reynolds divides the sterilities he proposes to 
consider into the three following classes: (1) Those 
due to persistence of underdeveloped or infantile 
organs; (2) those due to altered conditions in the 
secretions of the genital tract; and (3) those due to 
failures of ovulation. 

He dismisses the first group with the brief state- 
ment that “except for the renewed development 
which sometimes follows early marriage, they are 
hopeless and no treatment can be recommended.”’ 
The second and third groups are discussed at length. 
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Very slight changes in the genital secretions are 
enough to incapacitate the spermatozoa: acidity, 
fermentation, and pus in the secretions are fatal to 
its normal action. Increased viscosity of the 
vaginal or cervical mucus or abnormal rapidity of 
the current are unquestionably the cause of sterility 
in many cases. All or any of these preventive fac- 
tors may and often do produce sterility in women 
having no symptoms of ill health. 

The author believes there are at least two con- 
ditions of the ovary which inhibit ovulation and are 
usually remediable; viz., (1) persistent corpus luteum 
and (2) distention of the ovary by retention cysts, 
usually with thickening of its capsule. 

As to the former, the author recalls 7 cases in 
which large persistent corpora lutea were found and 
excised and in every case the operation was followed 
by the prompt appearance of pregnancy in a pre- 
viously sterile woman. Frank, Loeb, Marshall, 
Jolly, and others have made extensive studies of the 
corpus luteum, and Reynolds believes the consensus 
of opinion is that the presence of the corpus luteum 
inhibits pregnancy. This fact has long been recog- 
nized in the breeding of cattle and the removal of 
the corpus luteum is a standard and successful 
practice. 

Concerning ovaries distended by retention cysts 
and with thick capsules, the author believes they 
seldom ovulate; at any rate they seldom contain 
corpora lutea. Though it might seem probable 
that enlargement would recur after removal of 
these cysts, the fact is that in Reynolds’ experi- 
ence such has rarely been the case and he believes 
this operative procedure has added largely to his 
success in the treatment of sterility. 

When the cause for hostile secretions is to be 
found in general conditions, such as hyperacidity, 
produced by eating too much table salt, or by other 
forms of general acidosis, the remedy is found in 
general medical treatment. When the _ hostile 
secretion is the result of any of the many forms of 
comparative misuse of sexual instincts these habits 
must be set straight. Both purulence and hyper- 
acidity may be bacterial and both indicate disin- 
fection, and this must cover every crypt and fold 
of the vagina. Insufflation with powdered protargol 
with the patient in the knee-chest position is the 
most efficient. Douching is ineffective. Obstruc- 
tion in the cervical canal and anteflexion often need 
correction. 

If examination under anesthesia shows enlarge- 
ment of both ovaries of even small degree or pal- 
pability of even one tube, it is probable that ab- 
dominal incision will be necessary. The author 
believes a few such cases may be relieved by suitable 
discission of the posterior lip of the cervix and 
division of the anterior attachments of the cervix, 
thus gradually helping conditions by improving 
drainage. 

The technique of removing a persistent corpus 
luteum is simple, consisting of expression of the 
corpus and suture of its base after trimming the 
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edges. The treatment of retention cysts varies 
with their number, size, and location. 

The keynote to the whole subject of the treatment 
of sterility seems to the author to lie in a recognition 
of the fact that fertility is dependent on an extreme 
normality, in so far as the physiological potency of 
the canal is concerned—a normality so extreme as 
to require great closeness of observation, if the slight 
alterations which are sufficient to upset it are to be 
diagnosed. E. A. BULLARD. 


Schottmiller, H., and Barfuth, W.: Etiology of 
Purulent Disease of the Adnexa (Zur Atiologie 
der eitrigen Adnexerkriinkungen). Beitr. s. klin. d. 
Infektionskr., u. z. Immuni tats forsch., 1913, ii, 45. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Because of the extreme pathogenicity shown by 
anaérobic micro-organisms in puerperal fever after 
delivery and abortion, the authors attempted to 
determine how frequently these bacteria cause local 
purulent diseases of the female genitalia. They 
examined 89 cases bacteriologically, removing the 
pus with a sterile syringe and making cultures for 
aérobic and anaérobic bacteria. Statistics are 
given showing that the number of cases of disease of 
the adnexa caused by anaérobes is considerable, and 
that the number of cases of salpingitis caused by 
gonococci is much lower than has hitherto been 
thought. 

Clinically, the anaérobes are of interest because 
it is they and the colon bacilli that give the pus its 
fetid odor. The authors believe that the infection 
takes place, not from the intestine, but from the 
endometrium. In a great number of cases they 
succeeded in finding the same anaérobic bacteria in 
the endometrium as in the pus from the tubes. The 
reason they could not always do this they think is 
because the germs in the cervical canal had already 
disappeared or been overgrown with other forms 
before suppuration began in the tube. They exclude 
infection from the blood, although in some cases 
the same bacteria were found in the blood as in the 
pus. Delivery, abortion, and especially criminal 
operations predispose to the infection. In some 
cases of cervical gonorrhoea the authors found, 
not gonococci, but anaérobic bacteria, in the pus 
from the tubes; they think that this was not ne- 
cessarily due to secondary infection. 

Pure gonococcal infection of the tube shows the 
best prognosis, for gonococci soon die in the pus. 
There are no certain means of differential diagnosis 
between septic and gonorrhceal processes. To deter- 
mine the question of etiology, they think bacterio- 
logical examination of the pus in a great number of 
cases is necessary. The treatment is almost entirely 
conservative. Vaginal puncture and the use of 
Perthe’s aspiration apparatus decrease the duration 
of the disease. Leucocyte counts should be made, 
and when the pus is sufficiently evacuated the leu- 


cocyte count, which has been high, sinks. The 
average duration of treatment was 4o days. 
Markus. 











GYNECOLOGY 


Mussatow, N. A.: Treatment of Chronic Gon- 
orrheeal Salpingo-odphoritis by Intra-Uterine 
Injections of Argentamine (Zur Frage iiber die 
Behandlung der chronischen gonorrhoischen Salpingo- 
oophoritiden durch intrauterine Injektionen von Ar- 
gentamin). Zentralbl. f. Gyndk., 1913, xxxvii, 1470. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports the results of the treatment 
of chronic inflammations of the adnexa with intra- 
uterine injections of 2 per cent argentamine. Of 17 
cases treated from December 16, 1911, to April 1, 
1912, 5 were pyosalpinx and 12 double salpingo- 
odphorectomy. Of the 5 cases of pyosalpinx there 
was subjective recovery in all cases, no pain on 
coitus and return of the orgasm; objective recovery 
in 3 cases. Of the 12 cases of salpingo-odphoritis 
there was objective recovery in 11. From April, 
Ig12, to June, 1913, 128 cases were treated with 
similar good results. 

The treatment causes an active hyperemia of the 
whole genital system. Normal menses are often 
increased, slight ones are not affected. The results 
were excellent in Zweifel’s cases also, only 5.5 per 
cent of them being operated on, even including old 
cases with severe adhesions. Even cases that had 
previously had one or both tubes removed by lapa- 
rotomy were markedly improved. MERTENS. 


EXTERNAL GENITALIA 


Pozonyi, E.: A Case of Primary Carcinoma of the 
Vagina Operated Upon by the Dorsoperineal 
Route (Uber einen dorsoperineal operierten Fall 
von primarem Scheidenkrebs). Gyndk. Rundschau, 
1913, Vii, 661. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author describes the case of a forty-year-old 
woman, a VI-para, with two abortions. For a year 
she had had a foul-smelling discharge, with no pain, 
but accompanied by emaciation. On examination, 

a nodular bleeding tumor was found in the upper 

two-thirds of the posterior vaginal wall. There was 

extensive infiltration of the rectovaginal septum. 

Microscopical examination showed a _ basal-celled 

carcinoma. The entire genital apparatus and the 

rectum were removed by the dorsoperineal route; 
the rectum was amputated far above the rectal 
fold —the sphincter could not be spared because 
of the infiltration; drainage to the peritoneum was 
established in front of the sigmoid colon; and a sacral 
anus was formed. Six months later there had been 
no recurrence and the patient’s weight had increased 

10 kilograms. Because of the connection between 

the lymphatics of the posterior vaginal wall and 

those of the rectum, when cancer occurs in the 
vagina all of the genital organs and the rectum 
should be removed. GRUNBAUM. 

Hedén, K.: Colloidal Sulphur in Treatment of 
Gonorrheea (Uber kolloidalen Schwefel gegen Gon- 
orrhée). Dermatol. Wchnschr., 1913, \vii, 1003. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author used colloidal sulphur in treating 10 
cases of gonorrhoea in women. ‘The treatment con- 
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sisted of irrigation of the urethra twice a day with 
a one to two per cent solution; the cervix is touched 
twice a day with a ro per cent solution and in cases 
of involvement of the vulvo-vaginal glands, a 4 per 
cent solution is injected into them. In irrigation of 
the bladder there was often severe pain. The treat- 
ment of gonorrhoea of the uterus often had to be 
given up because of irritation. The bactericidal 
effect is considerable, but not so great as that of the 
albumin-silver combinations. BLANCK. 


MISCELLANEOUS 


Schickele, G.: The Nervous Symptoms of the 
Normal and Premature Menopause and 
Their Relation to Internal Secretion (Die 
nervésen Ausfallserscheiningen der normalen und friih- 
zeitigen Menopause in ihren Bezichungen zur inneren 
Sekretion). Handb. d. Neurol., 1913, iv, 434. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Schickele reviews all that is known on this sub- 

ject, and while he gives his own opinions he also sets 
forth those of all other authorities. He regards 
these variable symptoms as toxic, caused by over- 
secretion of the glands antagonistic to the ovaries. 
Since the ovaries unquestionably have the property 
of decreasing blood-pressure, a rise in blood-pressure 
would naturally take place after they cease to func- 
tion, and this can actually be observed in most cases. 
The degree of this increase, however, is not in pro- 
portion to the severity of the disturbance. The fact 
that rise in blood-pressure and symptoms of the 
menopause do not always appear is explained by the 
fact that other glands take over the function of the 
ovary; of course, constitutional differences in in- 
dividuals also have their effect. The details of this 
interesting work must be read in the original. Ther- 
apeutically he recommends ovarian extract, and is 
skeptical as to the value of implantation of a foreign 
healthy ovary, and also of autoplastic transplanta- 
tion. SEIGE. 


Clark, J. G., and Keene, F. E.: The Relationship 
Between the Urinary System and Diseases of 
the Female Pelvic Organs. Surg.. Gynec., & 
Obst., 1914, XViii, TO. By Surg., Gynec. & Obst. 


Symptoms referable to impaired bladder function 
play an important réle in the clinical history of many 
pathological conditions of the female pelvic organs. 
Because of its intimate relationship with the sur- 
rounding genitalia, the bladder frequently partici- 
pates in the adjacent pathology, whether this be 
in the form of neoplasm, infection, or displacement. 

The influence of pelvic pathology is by no means 
limited to the bladder, but may directly affect the 
ureters and kidneys, the resulting lesions being due 
to mechanical blockage or infection. On the other 
hand, disease of the urinary system may exist coin- 
cidentally with that of the genital tract, the one 
being entirely independent of the other, so far as 
etiology is concerned. Hasty and _ inaccurate 
methods of examination may prompt the correction 
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of some minor gynecological abnormality, when the 
lesion productive of symptoms lies solely in the 
kidney or ureter, hence lesions of the urinary system 
may occur either as sequelae or complications of 
disease of the female pelvic organs; it is important 
to determine their exact nature before resorting to 
operation. 

The solution of this problem cannot be gained 
from dependence upon symptoms alone; whether 
the disease be primarily of the kidney or of the 
pelvic organs, the subjective manifestations common 
to both are often limited to vesical symptoms. The 
relationship of the one to the other can be deter- 
mined only by a thorough examination of the blad- 
der, ureters, and kidneys. A routine cystoscopical 
examination in all cases presenting vesica] disturb- 
ances, irrespective of the coincident pelvic pathol- 
ogy, should be an invariable rule. 


Duffek: Faecal Tumor (Kottumor). Zentralbl. f. 
Gynik., 1913, xxxvii, 1291. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
A tumor the size of a man’s head had been grad- 
ually developing for six months in an unmarried 
woman of 33 with serious anomalies in the skeleton 
from an old fibrous ostitis. A diagnosis of malignant 
tumor was made, and as the patient was rapidly 
growing worse, laparotomy was performed. The 
tumor was found to be an enormously dilated sig- 
moid flexure filled with masses of faeces and the small 
intestine was found to be very much contracted. 
Because of the bad condition of the patient the 
flexure was brought forward and as much of the 
feces as possible removed through a lengthwise 
incision; the intestine was sutured in three layers; 
and the abdomen closed. After 36 hours there were 
signs of irritation of the peritoneum and the forma- 
tion of new tumors; therefore the abdomen was 
opened again, and the upper Lambert suture was 
found to be covered with a slimy substance. This 
segment of the flexure was drawn forward and, the 
next day, was opened with the thermocautery and 
several masses of faeces removed. After that the 
intestine began to function and the patient gradually 
recovered. In this case the megacolon was caused 
by the extreme heart-shaped narrowing of the pelvic 
inlet, 2 cm. being the longest diameter. Fifteen 
years’ sickness had caused chronic constipation. 
There were three possibilities in the way of opera- 
tion on this case, viz: (1) Incision, primary suture 
of the intestine, closure of the laparotomy wound. 
(2) Resection of the large intestine. (3) Formation 
of an artificial anus. The operation of choice would 
have been resection of the colon and chiseling off 
of the promontory, but this was impossible on 
account of the patient’s condition. RUHEMANN. 


Drueck, C. J.: Genital Fistulz in the Female. 
Med. Rec., 1914, Ixxxv, 15. 

By Surg., Gynec. & Obst. 

The author briefly discusses the question in all its 

phases. He recommends the following operation: 
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A flap one-quarter of an inch larger than the 
opening is marked off on one side with a knife. The 
vesicovaginal septum is split and the vaginal 
mucosa lifted, leaving the vesical wall and areolar 
tissue intact. This dissection is carried to within 
one-eighth of an inch of the fistulous edge, and the 
remaining tissue is used as a hinge to lay the flap 
over the opening like a patch. The size and shape 
of the flap must be determined in each case and 
must be large enough to cover the opening. 

The next step is to split the vesicovaginal septum 
around the edge of the fistula opposite the side of 
the flap, thus making another flap beginning at the 
edge of the fistula and hinging about three-eighths 
to one-half inch back of the opening. To fasten the 
flaps in place, fine catgut is inserted about one- 
quarter of an inch from the edge, passed through the 
connective tissue deeply down to but not through 
the mucosa and curved back and out again on the 
same surface about one-eighth of an inch from the 
edge. Passing over to the vesical half of the flap 
of the opposite side, the needle is entered in the 
fresh cut surface, passed down to but not into the 
vesical mucous membrane, then turned and brought 
out again on the cut surface back in the angle of 
the wound. It provides a broad surface for approxi- 
mation and lifts the wound edge above the level of 
the bladder wall. 

The fistulous opening is then closed, but the flap 
of vaginal mucosa remains to be fastened. Fine 
catgut is then passed through the free edge of this flap, 
carried over the wound, and into the fresh surface 
on the opposite side, where it is passed into but not 
through the vaginal wall and brought out again on 
the vaginal surface. The stitches are placed about 
one-quarter of an inch apart. This second flap 
closes the vaginal wound and reinforces the flap 
which closes the fistula. The two rows of stitches 
are each in the line of axis of the vagina, but are not 
superimposed on each other. After the sutures are 
inserted but before they are tied the bladder should 
be thoroughly washed out. Epwarp L. CorNeLt. 


Kreuzfuchs, S.: Réntgen Treatment in Gyne- 
cology (Zur Frage der R6ntgenbehandlung in der 
Gyniikologie). Wien. med. Wehiuschr., 1913, Ixiii, 1482. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author calls attention to the good results 

obtained from réntgen treatment in menorrhagia 
and metrorrhagia. In treating myomata with 
réntgen rays it is of primary importance to exclude 
disease of the adnexa. The first effect of réntgen 
treatment is a marked improvement in the general 
condition. Often severe hemorrhage recurs after 
a decrease in the hemorrhage and the size of the 
tumor. From his experience, the author concludes 
that there is one substance in the ovary that affects 
the general health and is extremely sensitive to the 
réntgen rays, and another, that is less sensitive, 
that affects menstruation. In his opinion, the best 
time for the application of the rays is before the 
menstrual period. BorELL. 
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PREGNANCY AND ITS COMPLICATIONS 


Meyer, R.: Inflammation as a Cause of Ectopic 
Decidua or Paradecidua (Die Entziindung als 
I-ntstehungsursache ektopischer Decidua oder Para- 
decidua). Zéschr. f. Geburtsh. u. Gyndk., 1913, xxiv, 


250. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In a series of cases of ectopic formation of decidua, 
from the literature and from his own abundant 
material, Meyer shows that decidua formation out- 
side the mucous membrane of the body of the uterus, 
as in the ovary, the ligament, the tube, the cervix, 
and in cervical polyps, as well as on the serous mem- 
brane of the pelvic peritoneum, intestine, and 
omentum, and in adenomyomata, and heterotopic 
epithelial inclosures, owes its origin to preceding 
inflammatory changes in the tissues, and that the 
effect of hormones on certain tissues under these 
circumstances becomes evident, where it would not 
otherwise take place. ASCHHEIM. 


Grusdeff, W. S.: Extra-Uterine Pregnancy (Finige 
Beobachtungen beziiglich der Extrauteringraviditit). 
Prakt. Vrach, 1913, xii, 483. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author gives his experience with this proce- 
dure inextra-uterine pregnancy also. Hecomes to the 
conclusion that a positive reaction is to be regarded 
practically as a chance symptom of pregnancy, 
which appears many times but is often absent. 

He discusses bilateral extra-uterine pregnancy and 
gives the macroscopical and microscopical findings 
in an operation for it, in which both the tubes and 
the appendix, which was also involved, were re 
moved. The right ended in a sack which contained 
a well-deformed placenta; there was a cone-shaped 
thickening in the isthmus of the left tube, which 
contained clots of blood. Microscopically, there 
was a marked difference between the two; in the 
right tube the villi were well preserved, while in the 
left they had lost their epithelium and consisted only 
of a stroma showing hyaline degeneration. In only 
one place were there a few well-preserved villi. A 
marked decidual reaction could be seen in the wall of 
the tube. It was a case of bilateral tubal pregnancy 
which had begun on both sides at the same time but 
had been interrupted sooner on the left. 

The third question the author takes up is torsion 
of the gravid tube. A case operated on by him 
showed how the torsion of a haematosalpinx which 
had originated from an abortion and was improving 
under conservative treatment led to venous stasis 
and renewed bleeding in the lumen and wall of the 
tube. Rupture of the wall, which was already 
penetrated by villi, did not take place, because the 


peritonitis that resulted from the torsion caused 
adhesions of the wall of the tube with the ovary and 
the anterior fold of the broad ligament. Bravune. 


Duff, D.: Notes on a Case of Extra-Uterine Preg- 
nancy in a Rudimentary Fallopian Tube. 
Lancet, Lond., 1914. clxxxii, 171. 

By Surg., Gynec. & Obst. 

The author reports a case demonstrating that 
fatal hemorrhage may result from a small, apparent- 
ly unimportant source of bleeding within the 
abdominal cavity. The patient when seen had for 
several hours had severe pain over the lower part 
of the abdomen and had passed her normal menstrual 
period by three days only. Her temperature was 
97° F. and the pulse 110. Laparotomy disclosed 
a considerable quantity of free blood within the 
abdominal cavity. The right appendages were 
found to be absent and no trace of an ovary or tube 
could be found. On the left side a mass, rounded 
and fluctuant, was felt, and this at first was thought 
to be the gestation sac of an extra-uterine pregnancy. 
The tube, ovary, and blood-clot were removed and 
were subsequently examined, but nothing abnormal 
could be detected. The patient died about fifty 
hours after operation. 

A post-mortem examination showed that the right 
ovary was absent and the right tube was represented 
by a thick fusiform stump set on the top of the right 
cornu rather than in the normal line of the tube, 
and the upper surface of this showed an area of 
bleod-clot a quarter of an inch in diameter. This 
body appeared to be a tubal ovum. Microscopic 
sections of the thickening at the right cornu showed 
this to be a small deformed tube containing frag- 
ments of an early ovum — villi, plasmodial masses, 
and the characteristic wall of an early implantation 
cavity — obviously this was a case where the ovum 
had migrated from the left side. The cause of 
death was the hemorrhage which took place from 
the small vessels in the wall of the malformed tube 
At the operation the site of the hemorrhage was 
not apparent. In a similar case, the gestation area 
should be excised with a wedge-shaped incision and 
the edges stitched together. D. C. BALFour. 


Butner, A. J.: Ectopic Pregnancy. J/linois AM. J., 
IQI4, XXV, 24. By Surg., Gynec. & Obst. 
The etiology, frequency, and symptoms of tubal 
pregnancy are discussed from the author’s view- 
point as observed by him while engaged in general 
practice, supplemented by findings of the operating 
room, laboratory, and autopsy, and based on con- 
clusions from his personal observations together 
with a review of the literature on the subject. 








He believes the primary etiological factor of tubal 
pregnancy is explained in the two early stages of 
embryonic development, viz., the morula and the 
blastula stages, and adds that the morula stage is 
normally required for tubal or extra-uterine exist- 
ence, while the blastula stage is normally intended 
for intra-uterine existence only. 

Butner states that eccyesis occurs much more 
frequently than is generally supposed by the average 
clinician, and that one engaged in a general practice, 
composed of all classes, ought to see and recognize 
at least one ectopic pregnancy in every one hundred 
conceptions coming under his observation. 

Five cases are reported, with one death from 
internal hemorrhage and one spontaneous recovery 
by formation of an abscess in the cul-de-sac, which 
was later discharged, per rectum. The remaining 
three cases were operated and recovered, one was 
tubal abortion and two, tubal rupture. 


Genter, H.: Premature Separation of the Normally 
Situated Placenta (Vorzeitige Lésung der normal 
sitzenden Placenta). Dissertation, St. Petersburg, 


1913. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The statistics collected by the author from the 
literature show that premature separation of the 
normally situated placenta occurs in 0.12 per cent 
of cases; his own cases show 0.17 per cent. Trauma 
is rarely the cause; but more frequently the cause is 
shortness of the umbilical cord and rupture of the 
membranes; still more important cases are hydram- 
nios, twins, transverse presentation, narrow pelvis, 
and too strong pains; still more important are kidney 
changes, with or without simultaneous changes in 
the placenta, and placental decidua. In the diagno- 
sis, sometimes there are no demonstrable changes in 
the placenta and uterus; frequently there is anemic 
infarct and hemorrhage into the placental tissue. 
The placental tissue shows marked inflammatory 
and degenerative changes and sometimes there are 
inflammatory changes in the wall of the uterus; 
sometimes rupture of the peritoneal covering from 
overdistension of the uterus; and acute and chronic 
kidney affections are shown in a series of cases. 
The changes in the liver are like those in eclamp- 
sia. 

The mortality for the child was found to be 81.6 
per cent, in the cases from the literature; from the 
author’s own cases, 82.2 per cent; the corresponding 
figures for maternal mortality were 23.1 per cent and 
22.1 percent. The earlier the separation takes place 
the worse the prognosis for mother and child; after 
delivery there is danger of hemorrhage from atony. 
In treatment tamponing is useless. The indications 
vary with different cases. Rupture of the mem- 


branes is indicated in mild cases with good pains; 
in severe cases, vaginal, or even abdominal cesarean 
section is indicated. If there is severe hemorrhage 
from atony, and conservative treatment is refused, 
extirpation of the uterus should not be too long 
HEIN. 


delayed. 
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Glinski, L. K.: The Hypophysis; and Its Changes 
During Pregnancy (Uber die Hypophyse im allge- 
meinen und ihre Verinderungen wiihrend der Schwan- 
gerschaft). Klin.-therap. Wcehnschr., 1913, Xx, 709; 


742; 769. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a detailed histological descrip- 
tion of the hypophysis in 80 cases, including men 
and non-pregnant, pregnant, and puerperal women. 
In the poorly developed nervous part of the hy- 
pophysis the author could not demonstrate chromaftin 
substance; he thinks the nervous part represents a 
rudimentary sense organ. The greater physiological 
importance of the glandular part is shown by its 
greater richness in thin-walled blood-vessels and the 
contact with the gland cells. 

The glandular cells are divided into two groups, 
the chromophobic and the chromophiliac, and the 
latter are divided into eosinophile and basophile. 
The eosinophile cells are most numerous, the baso- 
phile next, and the chromophobic least numerous. 

During pregnancy, the hypophysis increases in 
size and weight, not because of increased blood 
supply, but because of microscopical changes in the 
glandular part, which are most marked at the end 
of pregnancy and shortly after delivery. These 
changes consist principally in the appearance of a 
large number of clear chromophobic cells. 

Glinski does not believe, however, with Erdheim 
and Stumme, that these are specific ‘pregnancy 
cells,” but that they represent a hyperplasia of the 
ordinary chromophobic cells. He thinks . these 
changes are due to increased functional activity of 
the ovary, and that the hypertrophy of the hypophy- 
sis explains some of the clinical symptoms of preg- 
nancy, such as thickening of the bones of the face 
swelling of the face, and acromegaly. Grinpavm. 


Scherer, A.: Heart Disease and Pregnancy (Kasuis- 
tisches zur Frage Vitium cordis und Schwanger- 
schaft). Gyndk. Rundschau, 1913, vii, 695. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


There were 57 cases of uncompensated heart 
lesions in 17,260 deliveries for the past ten years. 
Twenty-two of them were delivered spontaneously; 
delivery was accomplished twice with forceps; 
twice with Champetrier bags followed by version 
and extraction in head presentations; three times 
there was version and extraction with placenta 
previa and transverse position; five times extrac- 
tion in breech presentation; twice perforation; 
twice artificial premature delivery; and eight times 
induction of abortion. ‘There were 11 deaths, 6 of 
were attributed to heart disease alone; the others had 
kidney and lung complications. ScHMID. 


Neu, M., and Keller, F.: The Function of the Liver 
During Pregnancy (Zur Funktion der Leber in der 
Graviditit). Monatschr. f. Geburtsh. u. Gyndék., 
1913, XXXViii, 383. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The authors report the determination of sugar 
in the blood of normal pregnant and non-pregnant 
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women. Levulosuria was tested in 10 pregnant 
women; in only 2 of the women was the ad- 
ministration of 1oo gms. of levulose followed by 
marked reduction in the urine. Examination of 
the sugar content of the blood by Tachau’s mod- 
ification of Knapp’s method showed there was a 
certain variability in levulose assimilation during 
pregnancy, but they did not decide the question of 
how far the function of the liver and other glands 
was involved. ENGELHORN. 


Harabath, R.: Hypertrichosis in Pregnancy (Uber 
Graviditiitshypertrichosis). Gyndk. Rundschau, 
1913, Vii, 705. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb, 

Harabath, as well as Slocum, Begar, and Halban, 
counts increased growth of hair as one of the ex- 
ternal symptoms of pregnancy. In a female dwarf 
rat dog, the under side of whose body is ordinarily 
almost hairless, he observed a growth of hair in 
two succeeding pregnancies, especially on the ab- 
domen, and three or four months after delivery the 
abdomen was again hairless as before. In a female 
pug, hairless spots, from itch, disappeared during 
pregnancy and reappeared again after delivery. 

He gives as a reason for this hypertrichosis the 
hyperemia of the skin that takes place during 
pregnancy, comparing it with the effect of linseed 
poultices, and does not believe that it is due to a 
decreased secretion of the ovaries. KREBs. 


Ward, F. N.: Report of a Case of Papillary Cyst- 
adenoma of the Ovary Complicating Pregnancy. 
Hahneman. Month., 1914, xlix, 11. 
By Surg., Gynec. & Obst. 
The author reports the case of a nulliparous 
woman, age 26, who was operated on for the above 
and apparently recovered. The main symptoms 
were abdominal pains, mostly on the left side, 
a tumor afterwards being found on the left side. 
Because of their peculiar mode of invasion, fresh 
foci developing upon surrounding areas of the 
peritoneum until signs of pressure and obstruction 
occur, and in late cases, the pelvis and abdomen 
becoming so blocked by the papillomatous masses 
that it is impossible to remove them, the author 
advocates the early removal of all ovarian cysts as 
soon as discovered and, in conclusion, states that 
early radical surgical measures should be instituted 
in all papillomata of the ovary complicating preg- 
nancy, for the following reasons: (1) The tendency 
of the growth to increase in size, and, during preg- 
nancy, the liability of fresh implantations upon the 
surrounding peritoneal surfaces; (2) the possibility 
of some of the accidents occurring to the cyst itself, 
such as rupture or tortion of its pedicle; (3) the dan- 
ger of the tumor complicating labor by ‘interfering 
with the normal mechanism or by blocking the birth 
canal; and (4) statistics show that the operation is 
attended with no higher mortality during pregnancy 
than at other periods. Wa. D. Puituips. 
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Puech, P., and Vanverts, J.: Tumors of the Ovary 
and Pregnancy (Tumeurs de l’ovaire et grossesse). 
Rev. franc. de méd. et de chir., 1913, X, 243. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb, 

A collection of 1,316 cases observed since 1886, 
showed dermoids 27 per cent solid: tumors 2.5 per 
cent. Ovarian tumors decrease the probability of 
pregnancy. In 12.5 per cent of cases, miscarriages, 
or premature delivery resulted from complications, 
size of the tumor, or adhesions. Pregnancy seems 
to increase the size of the tumors, only when they 
are malignant; the reportsshow torsion of the pedicle 
in 17 per cent of cases in contrast to 5 to 14 per cent 
in non-pregnant cases. Torsion of the pedicle is 
especially apt to occur in small abdominal tumors; 
rupture of the cyst in 3.5 per cent, generally fatal; 
the same is true of suppuration. Pelvic tumors of 
the ovary interfere with birth by causing displace- 
ment of the uterus; prolapse of parts of the foetus; 
secondary insufficiency of labor pains; or rupture of 
the uterus. Birth is made possible by pushing aside 
the tumor, or flattening it out, or, occasionally, by 
delivery of the tumor through the torn vagina. 

Suppuration or torsion of the pedicle occurs 
often during the puerperium. The tumor may con- 
ceal the pregnancy or the pregnancy the tumor. 
Tubal pregnancy, pedicled fibrous retroflexion of 
the pregnant uterus, or hydramnios may cause 
errors in diagnosis. Exploratory laparotomy may 
be done if there are dangerous symptoms. 

The maternal mortality at present is only 6 per 
cent, in contrast to 31.5 per cent in 1861. Abdom- 
inal tumors are more dangerous during pregnancy, 
pelvic ones during delivery. The present rate of 
infantile mortality during pregnancy is 13.5 per 
cent; while formerly it was 83 per cent. 

In the treatment of abdominal tumors during 
pregnancy, ovariotomy is indicated during the first 
half, for the sake of continuing the pregnancy, and 
may be performed at any time for rapid growth of 
the tumor, malignancy, torsion of the pedicle, rup- 
ture, or suppuration. For pelvic tumors, the tumor 
may be pushed up; ovariotomy may be done during 
the first half of pregnancy, always through the 
abdomen. During delivery in case of abdominal 
tumors, forceps, version, and artificial dilatation of 
the os are permissible. Pelvic tumors may be pushed 
up, with the patient under anesthesia, in the knee- 
elbow or Trendelenburg position. Cysts may be 
punctured. Incision of the cyst from the vagina is 
dangerous as it may cause inflammation, suppura- 
tion of the cyst, or peritonitis. Ovariotomy followed 
by spontaneous delivery or forceps may be done. 
For extensive adhesions or impaction of the tumor, 
cesarean section followed by ovariotomy is indi- 
dicated, though this may be contra-indicated by 
malignancy, difficulty of extirpation, or bad con- 
dition of the patient. 

Artificial delivery of the placenta is indicated 
only when the tumor interferes with its natural 
delivery. Laparotomy is dangerous during the 
puerperium, and should be done only when abso- 
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lutely necessary. Lutein cysts in conjunction with 
hydatidiform mole, which are not infrequent, gen- 
erally disappear spontaneously. Morr. 


Winter: Active and Conservative Treatment of 
Eclampsia (Aktive und konservative Eklampsiebe- 
handlung). Monatschr. f. Geburtsh. u. Gyndk., 1913, 
XXXViii, 346. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Winter has recently treated the cases at his clinic 
exclusively by blood-letting and Stroganofi’s method 
in order to make a comparison with his preceding 
method of immediate delivery. Thus far he has the 
impression that this comparison will not result 
favorably to immediate delivery, though he still 
thinks this is superior to any other method for very 
recent cases. He believes that the results obtained 
by early vaginal cesarean section would be more 
favorable if it were possible to group the cases accu- 
rately, as Freund proposes, according to the duration 
of the disease. But this can hardly be done, for the 
first attack does not mark the beginning but a 
rather advanced stage of the disease. He thinks it 
is a mistake to reckon the puerperal eclampsias 
with the early deliveries, as Lichtenstein proposes. 
These have already passed through many hours of 
intoxication, which for some unknown reason has 
not manifested itself sooner. Winter believes the 
pains have a very harmful effect. 

He chooses from his material the cases in which the 
first attack began at the very beginning of labor, and 
from g2 cases gets the following results: 8 cases in 
which labor was not interfered with, 40 per cent 
mortality; 19 cases delivered after the os was dilated, 
30 per cent mortality; 32 cases delivered late in the 
second stage by incision or metreurysis, 25 per cent 
mortality; 34 cases delivered by early vaginal 
caesarean section, 9 per cent mortality; and 22 cases 
delivered by cesarean section immediately after the 
beginning of the eclamptic attack, no mortality. 

He believes that for the early cases ca&sarean 
section is still the best method of treatment, while for 
cases where a long-standing intoxication has made 
the results of immediate delivery uncertain, Stroga- 
noff’s method should be preferred. ZINSSER. 


Rongy, A. J.: A Preliminary Report on the Treat- 
ment of Toxzmias of Pregnancy, with Placental 
Serum. JN. Y. St. J. Med., 1914, xiv, 21. 


By Surg., Gynec. & Obst. 


This report is based on a series of four cases of 
severe pernicious vomiting of pregnancy and two 
cases of threatened eclampsia, treated with placental 
serum. According to the histories, four cases 
showed marked improvement. The author’s treat- 


ment is based on the following theories: 

1. The toxemias of pregnancy are secondary to 
some poisonous protein substances circulating in 
the maternal circulation, which have their origin in 
the product of conception. 

2. The composition of foetal serum-albumin is 
that of maternal 


different from blood serum- 
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albumin. Under. varying pressure in foetal and 
maternal systems, foetal serum-albumin enters the 
mother’s blood by dialysis. It acts as an antigen 
and provokes the formation of antibodies. When 
foetal serum enters the mother’s blood the union of 
this antigen with the antibodies leads to anaphylac- 
tic symptoms of which eclamptic convulsions are 
one. ‘The severity of the toxemia will depend upon 
the amount of these substances in excess of the 
antibodies. A. H. Scumirv. 


Werner, P.: Bacteriological Examination in 
Febrile Abortion (Bakteriologische Untersuch- 
ungen beim fieberhaften Abort). Zéschr. f. Gyndk. 
u. Geburtsh., 1913, Ixxiv, 481. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Forty-five cases of febrile abortion from the 
second to the fifth month were treated actively, 
with 36 uneventful recoveries, 80 per cent; 2 slight 
complications, 4.4 per cent; 3 severe complications, 
6.6 per cent; and 4 deaths, 9 per cent. Examina- 
tion of the secretion did not give any results that 
could be utilized clinically. Streptococcus hemoly- 
ticus in the secretion makes the prognosis somewhat 
more unfavorable. Among 1 cases showing 
streptococcus hemolyticus there were 2 deaths. 
But death is possible with non-pathogenic bacteria 
in the secretion, and uneventful recovery, with 
streptococcus haemolyticus. Finding bacteria in 
the blood once does not prove anything, but finding 
them repeatedly indicates an unfavorable prognosis. 
Among 6 cases in which bacteria were repeatedly 
found in the blood there were three deaths, 1 severe 
complication, and 2 uneventful recoveries. The 
clinical rather than the bacteriological findings are 
decisive. If the infection has involved the uterine 
substance, its blood and lymph-vessels and the 
tissue surrounding them, the prognosis is doubtful. 

The question is not how to treat, but when. 
The uterus must be emptied before the disease has 
had time to extend. Propagation of the bacteria 
by emptying the uterus need not be feared. Among 
five cases in which the blood was found sterile be- 
fore emptying the uterus, bacteria were found in it 
afterward in three cases, but they became sterile 
again after 24 hours. If the infection has passed 
the boundaries of the uterus, emptying the uterus 
is contra-indicated, and early vaginal total extir- 
pation is to be recommended. BISCHOFF. 


Werner, P.: Technique and Results of Simultane- 
ous Abortion and Sterilization in Pulmonary 
Tuberculosis (Erfolge und Technik der cinzeitigen 
Schwangerschaftsunterbrechung und_ Steriliserung 
bei Tuberkulose der Lungen). Zentralbl. f. Gyndak., 
1913, XXXVil, 1581. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

During the past two and one-half years, the above 
operation has been performed at Wertheim’s 

Clinic 60 times. The patients were between the 

sixth week and fifth month of pregnancy and 

had active tuberculosis of the lungs or larynx, or 

















inactive pulmonary tuberculosis with poor general 
condition or other complications. The method of 
choice in such cases is vaginal section, emptying of 
the uterus and suture of the cervix, pushing aside 
of the bladder and resection of the uterine end of 
the tube, preferably without encroaching on the 
uterus. The procedure is easy and its advantages 
are that it accomplishes both purposes at one time, 
avoids laparotomy, and the mutilation is slight. 
Atony of the uterus may be avoided by an injection 
of pituitrin or glanduitrin-ergotin. There was one 
case of death from hemorrhage resulting from 
perforation of the anterior uterine wall; the op- 
eration was successful in all other cases, recovery 
occurring after 8 to 9 days. There was no imme- 
diate mortality from the tuberculosis. The mor- 
tality after a year was 4 per cent, and of 25 women 
who had had the operation performed more than a 
year before, one died of tuberculosis, 20 felt 
thoroughly well, while 4 were troubled with severe 
cough and expectoration. BIENENFELD. 


Ludwig, F.: Treatment of Abortion 
behandlung). 
1913, V, 184. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


(Die Abort- 
Prakt. Ergebn. d. Geburtsh. u. Gynak., 


Ludwig reports the material of the Bern Gyneco- 
logical Clinic for the past ten years. Of 296 abor- 
tions outside the clinic, 223 were afebrile, 72 febrile; 
of the former, 4 per cent showed slight rises in 
temperature during their further course. Of the 
febrile cases, the fever continued in 5 cases after the 
evacuation of the uterus; only one showed severe 
complications; there were no deaths. Of 326 
clinical abortions, 240 were afebrile, 86 febrile; of 
the former cases, 10 had fever afterward, 1 with 
complications. Of the febrile cases, the fever dis 
appeared. promptly after evacuation; in 65, 14 had 
slight fever afterward, 4 had severe complications, 
and 3 died: the mortality was t.9 per cent. 

The treatment is active, digital, and instrumental 
evacuation of the uterus; conservative use of the 
curette is recommended. Besides early operation, 
thorough disinfection of the genitalia with tincture 
of iodine is important; bacteriological indications 
are not considered. BonpDy. 


LABOR AND ITS COMPLICATIONS 


Sellheim, H.: An Important Difference between 
Normal Birth and Artificial Delivery (Uber 
einen wesentlichen Unterschied zwischen natiirlicher 
Geburt und kiinstlicher Entbindung). Beitr. s. Ge- 
burtsh. u. Gyndk., 1913, xix, 1. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The birth power (this expression is better than 
expulsive power) consists in an element that molds 
the foetus and an expulsive element. The latter 
exerts a force on the foetus from all sides and from 
behind. In artificial delivery the first element is 
lacking, the individual parts of the foetus having no 
pressure exerted upon them, as is shown by sche- 
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The 
head is really separated from the shoulder by for- 
ceps; the shoulder stays back, its delivery following 


matic figures in head and breech presentations. 


more slowly than in normal birth. In pelvic presen- 
tations the pelvis is drawn forward by the forceps 
while the arms and also the face and chin hang back. 
Even a combination with expression does not get 
the same results as natural birth, for uniform 
pressure can not be exerted on all sides; this is 
partially compensated for by the fact that all 
operative procedures induce birth pains. By 
utilizing these pains as much as possible, disturb- 
ances of the normal condition of the foetus in arti- 
ficial delivery may be avoided. KERMAUNER. 


Jardine, R.: The Retraction Ring as an Obstruc- 
tionin Labor. Wed. Press & Circ., 1914, xevii, 32. 
By Surg., Gynec. & Obst. 

In the author’s opinion, the retraction ring forms 
several inches higher up than the internal os and 
he divides the cases into three groups, according as 
the retraction ring forms: (1) In front of the pre- 
senting head; (2) above the presenting head; or (3) in 
breech presentations. 

In the first class the diagnosis is made by feeling 
the head well above the brim of the pelvis and find- 
ing the head cannot be pushed down; the ring may 
be felt both through the abdomen and the vagina. 
In these cases, if the child is alive, he advises 
cesarean section, and if the child is dead, craniot- 
omy. ‘The prognosis is good if the condition is 
recognized early, before the mother is exhausted. 

In the second class, if the patient is thin, and on 
palpation the ring can be felt, internal examination 
will show the head high up but not obstructed and 
on passing the fingers above the head the ring is 
felt in front of the shoulders. The author again 
advises casarean section if the child is alive and says 
it will be necessary to divide the ring in order to 
deliver the head. If the child is dead, craniotomy 
should be resorted to. 

In the third class he advises that the patient be 
anesthetized, and the physician’s flattened hand 
be passed in front of the child until a foot is reached, 
which is then swept inwards over the front of the 
child and brought down. When the leg is brought 
down traction should be made upon it, while an 
assistant keeps up firm pressure upon the fundus of 
the uterus. If the arms are caught, they must be 
relieved by sweeping them over the front of the 
child, and the after-coming head must be dealt with 
in the usual way. ‘The prognosis is as good for the 
mother and child as in the average breech case that 
requires artificial delivery. Wa. D. Prius. 


Bilsted, E.: Prolapse of Both Lower Extremities 
Beside the Head (Vorfall beider Unterextremitiiten 
neben dem Kopfe). Zentralbl. f. Gyndk., 1913, 
XXXVii, 1398. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The patient was a 30-year-old primipara with 
normal 


pelvic measurements. Fourteen months 
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previous she had had a miscarriage in the third 
month. Two days before admission to the hospital 
the membranes had ruptured, but she had con- 
tinued to walk about the house; after admission to 
the hospital she had strong pains for 24 hours; and 
internal examination showed prolapse of the left 
foot, which on being drawn down to the vulva was 
drawn back. Further examination showed the 
head in the posterior position between the two feet, 
with the toes directed forward. Extraction was 
easily accomplished with Breuss’ forceps: the child, 
weighing 2,850 gms., was dead. 

Bilsted calls attention to the rarity of such an 
acrobatic position, and cites Von Franqué, who 
mentions the prolapse of both feet beside the head 
as one of the rarest of obstetrical complications. 
The cause in this case was thought to be the early 
rupture of the membranes and the subsequent 
walking around, as there were none of the other 
probable causes present, such as multiple preg- 
nancies, hydramnios, narrow pelvis, twin preg- 
nancy, or abnormalities of the uterus. He em- 
phasizes the difficulty of diagnosis and also of de- 
livery which must be accomplished by forceps or 
perforation. BONZEL. 


Gilbert, H.: Subcutaneous Emphysema of the 
Face, Neck and Chest, During Labor. Aus- 
tralas. M. Gaz., 1913, Xxxiv, 583. 

By Surg., Gynec. & Obst. 

Gilbert reports a case of the above occurring in a 

primipara with delivery of a stillborn child by 
forceps, followed by the recovery of the mother. 
This condition is very rare and the general view 
held is that the condition arises from rupture of the 
air vesicles at the root of the lung. The air there- 
fore escapes underneath the pulmonary pleura into 
the anterior mediastinum, and so on underneath the 
cervical fascia up over the neck and chest. There 
are, however, some who believe that the condition 
is due to injuries to the respiratory tract higher up— 
for example, in the mouth and trachea. Judging by 
published cases, the patients were invariably 
primipare. There were in all cases considerable 
straining efforts made during the second stage. In 
a considerable number of cases pain is complained 
of, and is very often situated about the region of the 
seventh or eighth rib. The outlook is good: the 
patients invariably recover. If the pain is excessive 
during breathing the affected side should be firmly 
strapped as in fractured ribs. Wa. D. PHIcties. 


PUERPERIUM AND ITS COMPLICATIONS 


Schweitzer, B.: Prophylaxis of Puerperal Fever; 
and the Bacteriology of the Vagina of Preg- 
nant Women (Zur Prophylaxe des Wochenbettfie- 
bers, zugleich ein Beitrag zur Bakteriologie der Scheide 
Schwangerer). Leipzig: Hirzel, 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Puerperal fever from auto-infection with bacteria 
from the vagina is recognized, although previous 
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attempts at disinfection of the vagina have not 
succeeded. 

Some experiments were made with 0.5 per cent 
lactic acid under bacteriological control. The 
secretion was rendered normal in 81.5 per cent of the 
cases; in three cases, only after 30 to 40 days. The 
cocci gradually disappeared and rods appeared. 
Only three cases showed streptococci till delivery, 
after 15 to 25 days of irrigation. Lactic acid has a 
certain bactericidal power and the controls showed 
that of 27 cases with abnormal secretion, irrigated 
for at least ten days, only one had fever. From a 
larger material without bacteriological control and 
with only macroscopical examination of the secre- 
tion, it was found that of 665 women only 7.67 
per cent had fever, while of 147 who did not receive 
sufficient irrigations, 22 per cent had fever. In 
cases with normal secretion the clinic reports 
showed fever in only 7.45 per cent, the secretion 
being really rendered normal by the irrigations. 

Therefore, the method is adapted for the preven- 
tion of puerperal fever. The necessity for such 
prophylaxis and the question of spontaneous infec- 
tion is taken up, and a case of death in the Leipzig 
clinic described, together with some others from the 
literature. The second part of the book is concerned 
with the biology of the bacillus vaginalis. Pure 
cultures on grape-sugar agar showed confluent 
transparent colonies. There was facultative anaéro- 
bic growth, especially on acid media with reducing 
substances. It is closely related to other lactic-acid- 
forming rod-shaped bacilli. Among the streptococci, 
lacticocci were not pathogenic and were closely 
related to the streptococcus acidi lactici. 
KERMAUNER. 


Zweifel, P.: Prophylaxis of Puerperal Fever, 
Caused by Spontaneous Infection (Die Ver- 
hiitung der durch Spontaninfektion verursachten 
Wochenbettfieber). Zentralbl. f. Gynak., 1913, xxxvii, 


1443- 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzg b. 


In spite of all methods of disinfection, puerperal 
fever has not yet been conquered. However, 
Zweifel thinks he has now found a means of accom- 
plishing this. Lactic acid ferment is a part of the 
normal content of the vagina, and pregnant women 
with an abnormal vaginal secretion have very little 
acid. Therefore, in such women, prophylactic irri- 
gations of 5 per cent lactic acid were carried on for 
ten days. Under this treatment, women with 
abnormal vaginal secretion were not troubled with 
fever any oftener than normal women; the mor- 
bidity fell from 28.6 per cent to 7.6 per cent; while in 
those with normal secretion it is 7.2 per cent. 
Twenty-one per cent of the women who had less 
than ten irrigations had fever. Schweitzer has 
shown that the vaginal flora changes in character 
under the influence of the irrigations. 

Zweifel reports a case of a woman who died of puer- 
peral fever, and another who had a very severe case of 
it, without any examination by the midwife; he also 
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cites cases reported by Poten. The old saying that 
danger always comes from outside is not true, but 
auto-infection is not the right term; it is a spon- 
taneous invasion of germs. The practical conclu- 
sion to be drawn is that the midwife should always 
report cases of abnormal vaginal secretion and the 
physician should treat them; moreover, in case of 
death from puerperal fever the midwife should not 
at once be blamed, but all the conditions in the case 
should be carefully examined. KERMAUNER. 


MISCELLANEOUS 


Fraenkel, L.: Ovulation, Conception, and Dura- 
tion of Pregnancy (Ovulation, Konzeption, und 
Schwangerschaftsdauer). Zischr. f. Geburtsh. u. 
Gyndk., 1913, lxxiv, 107. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The changes preceding pregnancy and menstrua- 
tion are caused by the corpus luteum; therefore, 
ovulation must precede menstruation. A fresh 
corpus luteum can generally be found 19 days at 
most before the beginning of menstruation. The 
exact day of rupture of the follicle cannot be deter- 
mined; differences in the sexual cycle, and individual 
factors, cause slight variations. The author found, 
among 10,000 women, 109g who conceived after a 
long period of amenorrheea, 74 of these without any 
menstruation intervening, 35 after a single menstru- 
ation. He concludes, therefore, that impregnation 
follows immediately after ovulation, not after the 
menstruation that follows it. 

If these figures are regarded as decisive, pregnancy 
begins a considerable time after the last menstrua- 
tion and its duration is shorter than it has been 
considered heretofore. When the date was counted 
from the last menstrual period the greatest possible 
error in computing the age of the ovum was 4 weeks— 
that is, the time between the last period and the first 
one that was missed; since the time of ovulation is 
taken as the beginning of pregnancy, it is reduced to 
the interval between ovulation and menstruation. 

Harm. 


Fetzer, M.: Studies of Metabolism in Pregnancy, 
Based on Experiments on Pregnant Animals 
and their Foetuses, on Diets Rich and Poor in 
Iron (Studien iiber den Stoffhaushalt in der Gravidi- 
tit nach experimentellen Untersuchungen des 
Verhaltens trichtiger Thiere und ihrer Friichte bei 
eisenreicher und eisenarmer Ernihrung). Zéschr. f. 
Geburtsh. u. Gyndk., 1913, Ixxiv, 542. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In rabbits which receive an abundant amount of 
ferratin during pregnancy there was a marked in- 
crease in the iron content of both mother and 
foetus; but when iron was withheld from the mother, 
there was a decrease in the iron content of the 
foetus. It seems possible, therefore, to exercise a 
certain qualitative and quantitative effect on the 
foetus through the mother’s diet. In animals 
from which iron was withheld, iron was taken from 
the mother’s tissues to supply the foetus, to such an 
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extent that the mother sometimes suffered a deficit; 
this, however, was only carried to a certain degree, 
enough being retained to carry on the mother’s 
vital functions. If iron was withheld to the point 
where the functions could not be maintained and 
iron still given up to the foetus, the foetus died in 
uteri. GINs. 


Abderhalden, E., and Fodor, A.: Protective Fer- 
ments against Milk Sugar, in the Blood Se- 
rum of Women During Pregnancy and the 
Puerperium (Uber Abwehrfermente in Blutserum 
Schwangerer und Wéchnerinnen, die auf Milchzucker 
eingestellt sind). Miinchen. med. Wchnschr., 1913, |x, 
1880. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


On the artificial addition of milk sugar to the 
blood, protective ferments, which are capable of 
altering this disaccharide, appear in the serum. 
Therefore, the authors instituted experiments to 
determine whether similar substances are to be found 
in the blood serum of women during pregnancy and 
the puerperium. 

In 12 pregnant women, at different periods of 
pregnancy they could demonstrate no protective 
ferment against milk sugar. In only one, in the 
tenth month, milk sugar was decomposed. Like- 
wise, among 10 patients, during the puerperium, 
the serum of only one decomposed lactose. The 
examination of the serum must be supplemented by 
that of the urine. BENARIO. 


Neumann, J.: Principles of Nutrition During 
Pregnancy (Uber Ernihrungsprinzipien wihrend der 
Schwangerschaft). Wien. med. Wehuschr., 1913, lxiii, 


2510. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Factors of importance in the development of the 
foetus are inheritance, age of the woman, number of 
preceding births, and, for its size, the age of the 
ovum at the time of impregnation. The nutrition 
of the mother, abundant or limited fare, has in 
general no effect on the weight of the child. The 
author therefore denies the value of the Prochow- 
nik diet. There is, however, a deposition of iron, 
calcium, and magnesium in the foetus; blood from 
the umbilical cord is richer in these minerals than 
that from a retroplacental hematoma. It is well, 
therefore, to have an abundance of mineral salts 
in the diet during pregnancy as well as of fats, for 
the latter are retained by the mother for use during 
the period of lactation. In the second half of 
pregnancy it is well to limit the albumin in the diet, 
because of the danger of eclampsia. EHRENBERG. 


Cramer, H.: Hydramnios from Deficient Absorp- 
tion of Amniotic Fluid (Hydramnion infolge 
mangelnder Resorption des Fruchtwassers). Monat- 
schr. d. Geburtsh. u. Gynadk., 1913, XXxXviii, 251. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Under normal conditions not much urine is passed 
by the foetus into the amniotic cavity. The am- 
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niotic fluid is normally disposed of by swallowing. 
The large quantities of fluid, swallowed by the 
foetus, pass through the intestinal wall into the 
foetal circulation and from there into the mother’s 
system. If there is any hindrance to swallowing, 
hydramnios may arise. This is why hydramnios is 
so frequently found associated with stenosis of the 
cesophagus or duodenum, anencephaly, severe hemi- 
cephaly, or extensive fissures of the spinal cord, 
where the swallowing reflex is disturbed by defective 
development of the nervous centers. The author 
describes a case of extreme hydramnios in which the 
child died after a few respirations. The retreating 
lower jaw was pressec. firmly against the posterior 
wall of the pharynx; there were no lanugo hairs, 
epidermal scales, or any constituents of the vernix 
caseosa in the infant’s intestinal tract. Further 
cases of this sort would confirm the correctness of 
his theory. EHRENBERG. 


Thierry, H.: Electrical Irritability in Pregnant 
Women (Untersuchungen iiber die elektrische Er- 
regbarkeit bei Schwangeren). Zéschr. f. Geburtsh. u. 
Gyndk., 1913, lxxiii, 773. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb, 

The author carried out experiments on the median 
nerve of the right arm in 110 women, 70 of whom 
were pregnant. The results were as follows: (1) On 
electrical examination of 70 pregnant women, in the 
ninth and tenth months, she found an increase in the 
electrical irritability in 80 per cent. (2) This 
increase reached the highest degree shortly before 
delivery; in 69 per cent of the cases it was within 

Stintzing’s limits, but in 11 per cent it reached the 

height observed in tetany. (3) Even in women 

whose nervous irritability was not increased during 
pregnancy, there was an increase during delivery. 

(4) During the puerperium the irritability decreased 

and gradually disappeared. Harm. 


Erdheim, S.: Hypertrophy of the Mammary and 
Accessory Breast Glands During Pregnancy 
(Uber Gravidititshypertrophie der Mammae und der 
Akzessorischen Brustdriisen). Wéien. klin. Wchnschr., 
1913, XXVi, 1571. 


By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb 


Abnormal hypertrophy of the mammary glands 
may be due to puberty or pregnancy. The author 
reports one case of each kind. In a 13-year-old girl, 
one year after the beginning of menstruation, the 
breasts developed rapidly to the size of a man’s 
head and the body became greatly emaciated. The 
growth stopped spontaneously after a year and a 
half, and the emaciation gradually disappeared. 
Hypertrophy during pregnancy begins with the 
pregnancy, and the growth is much quicker. The 
following case is described: 

A 22-year-old patient had become pregnant three 
years before, and abortion was induced because of 
the enormous growth of the breasts and an accessory 
breast gland on each side; the swelling then disap- 
peared. With the beginning of the second pregnancy 
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there was an excessive increase in the size of the 
breasts, with great pain, and abortion was performed 
again with the same results. A piece was excised and 
microscopical examination showed that the structure 
was like that of a normal gland in a pregnant woman. 
Twenty cases have been reported in the literature, 
seven of which were examined microscopically. 
Internal treatment and compression have been un- 
successful, the radical treatment being the removal 
of both mammary glands, which has been done 
several times. Artificial abortion is also justified 
if the patient is too weak to bear removal of the 
breasts or if she refuses it on account of the deform- 
ity which would result. HERzOG. 


Heynemann, T.: Position of the Heart and 
Diaphragm During Pregnancy (Herz- und Zwerch- 
fellstand wihrend der Schwangerschaft). Zéschr. f. 
Geburtsh. u. Gynék., 1913, Ixxiv, 854. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


At the end of pregnancy the diaphragm is prac- 
tically always displaced upward. The amount of 
this displacement varies in the author’s réntgen 
pictures from % to 4 cm., the average being 2.11 
cm. This causes a transverse position of the heart 
and a bend at the entrance of the great vessels. In 
his cases the transverse diameter was increased 0.7 
to 3.2 cm., with an average of 1.79 cm. There are 
marked individual differences, but it was not 
possible to distinguish two different types according 
to the size of the thoracic and abdominal cavities. 
The displacements of the heart and diaphragm 
generally become noticeable in the eighth month 
of pregnancy, causing an increase in the heart’s 
work at the end of pregnancy. However, the 
respiratory movements of the diaphragm, which 
are apparently little affected, support the heart in 
its increased work. The high position of the dia- 
phragm probably has the same effect, as it secures 
a better emptying of the heart, which results in an 
increased volume of blood at each beat. The cause 
of the accidental murmurs during pregnancy is the 
bending of the pulmonary artery. These murmurs 
are frequently stronger on deep expiration, or appear 
only at that time, and they disappear when the 
puerperal patient, or sometimes even when the 
pregnant patient, stands up. The heart and dia- 
phragm, therefore, are in a position to meet the 
increased demands of pregnancy with increased 
activity. The author’s observations tend to confirm 
the conception of pregnancy as a physiological 
process. RUNGE. 


Nagy, T.: Malignant Degeneration of the Epithe- 
lium of Misplaced Chorionic Villi (Uber maligne 
Entartung der Epithelien primar verschleppter Chori- 
onzotten. Beitrag zur Frage des malignen Chorion- 
epithelioms). Arch. f. Gyndk., 1913, Cc, 430. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


When the epithelial origin of malignant chorio- 
epithelioma and the capacity of the chorionic epi- 
thelium for malignant degeneration, were discovered 
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chorio-epithelioma was classified as a malignant 
epithelial blastoma. Later investigations, however, 
revealed peculiar properties of the epithelium of the 
chorionic villi. Groups of foetal cells, endowed with 
a capacity for uncontrolled proliferation, were found 
in the maternal tissues at a great distance from the 
placenta. This invasion of chorionic villi is peculiar, 
in that the cells show different physiological reac- 
tions and staining capacities, so that it is difficult 
to distinguish syncytial and Langhan’s cells, but 
Meyer demonstrated the relationship of these cells 
with those of the placenta. The physiological 
epithelial cells of the chorion differ very much in 
morphology, so a characteristic morphology could 
not be demonstrated. 

Malignancy of the epithelial cells of the villi can 
be diagnosed only with the aid of clinical examina- 
tion by Marchand’s method; but if clinical symp- 
toms are waited for, operative interference is often 
too late. Meyer’s method, which is sometimes 
effective, consists in removing some of the muscular 
tissue by curettage, and examining it to see how 
much destruction has been brought about by the 
foetal cells, thus determining their malignancy. 
But in so doing it must not be forgotten that the 
normal foetal epithelium exhibits a considerable 
degree of histolysis, and a greater knowledge of the 
destructive action of the normal cells must be gained 
before we can distinguish malignancy with certainty. 

The author describes a case of his own, which 
showed signs of malignant degeneration, on account 
of which he removed the uterus through the vagina. 
He gives a detailed description of the histological 
specimens from the case, their significance, and the 
possibility of the chorionic villi undergoing malig- 
nant degeneration. Von MILTNER. 


Broca, A., Francais, R., and Bize: Periosteal Dys- 
plasia and Multiple Intra-Uterine Fractures 
(Dysplasie périostale et fractures intra-utérines 
multiples). Rev. d’orthop., 1913, xxiv, 280. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The authors distinguish three groups of con- 
genital bone defects, viz., congenital rickets, achon- 
droplasia, and what they call periosteal dysplasia. 

The latter is distinguished from achondroplasia by 

the fact that the compact substance of the diaphyses 

of the long bones, clavicle, bones of the hands and 
feet, and ribs, is replaced by spongy tissue, without 
any abnormality in the ossification of cartilage. 

They describe such a case in a child, six weeks old, 

in which there were multiple fractures of all the 

extremities and macroscopically, as well as histo- 
logically, there was great similarity to a very far 
advanced case of rickets. WEBER. 


Ahlstrém, E.: Momburg’s Method (Uber die An- 
wendung der Momburgischen Methode). Nord. med. 
Ark., 1913, xlvi, rf. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a detailed report of 127 surgical 
and 246 obstetrical cases from the literature, and two 
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obstetrical cases of his own; as a supplement he 
gives experiments on rabbits and dogs with registra- 
tion of the blood-pressure while the constriction was 
applied. 

He concludes that Momburg’s method of com- 
pressing the aorta by tying a rubber tube around the 
abdomen is very effective, if properly used. The 
disappearance of the femoral pulse is used as a 
control; and it not only causes cessation of hamor- 
rhage directly, but it also induces contractions of 
the uterus, which overcome atonic hemorrhage and 
hasten the delivery of the placenta; often manual 
extraction of the placenta can be avoided. There 
are some disadvantages attending this method, for 
instance, great variations in the blood-pressure; 
heart failure, arteriosclerosis, and nephritis must 
also be looked out for. There is danger of injuring 
the intestine in surgical cases, and sometimes pain 
is caused, but this can be overcome with morphine. 
Especial care must be taken in removing the tube 
on account of the sudden fall in blood-pressure. It 
should always be done in the Trendelenburg posi- 
tion, with the legs raised and bound with tubes or 
elastic bandages, which should not be removed until 
some time after the abdominal tube has been re- 
moved. K. HoFrMAnn. 


Samuels, J.: Three Cases of Development of the 
Foetus Outside the Chorion (Uber extrachoriale 
Fruchtentwicklung im Anschluss an drei Fiille). 
Zischr. f.Geburtsh. u.Gyndk., 1913, Ixiii, 631. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Development of the ovum outside the chorion 
is rather rare, but it has a clear-cut clinical and ana- 
tomical picture. It is similar to the cases that have 
been described of development of the embryo out- 
side the amnion, and is distinguished from it by the 
stage of development at which rupture takes place. 
In development outside the amnion the disturbance 
takes place before the amnion has become adherent 
to the chorion; that is, before the beginning of the 
third month of pregnancy. Development outside 
the chorion occurs before the parietal and the 
reflex decidua have become adherent, but probably 
after the adhesion of the chorion and amnion, in 
the third or fourth month of pregnancy. Rupture 
in the later months, with undisturbed development 
of the embryo inside the membranes, occurs after 
the adhesion of the parietal and reflex decidua, 
that is, in and after the fifth month, but it is not 
markedly distinguished from extrachorionic de- 
velopment. 

The clinical picture called ‘‘hydrorrhoea gravi 
darum or decidualis”’ is a rupture taking place in 
the later months of pregnancy, often far above the 
internal os. The author proposes instead of this 
term to use ‘‘rupture of the membranes in the 
later months” or ‘“‘hydrorrhoea with undisturbed 
development of the foetus inside the membranes.” 
The cause of the rupture has been sought in en- 
dogenous and exogenous disturbances; it is prob- 
ably sometimes due to artificial interruption of the 
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pregnancy. After the amniotic fluid is discharged 
the birth does not take place because the uterus, 
adapting itself to the new conditions, shows a sort 
of indolence, such as is observed in missed labor 
and missed abortion. The study of gross and 
microscopical specimens does not give any definite 
information as to where the fluid is produced. 
The origin of placenta marginata in cases of normal 
intramembranous and of extrachorionic develop- 
ment is to be attributed to disturbances in the 
physiological implantation of the ovum. Harm. 


Krukenberg, R.: Can Retroplacental Blood and 
Blood from the Umbilical Vein be Used to 
Diagnose Maternal and Fetal Syphilis by the 
Wassermann - Neisser- Bruck Complement- 
Fixation Reaction (Sind Retroplacentar- und Nabel- 
venenblut zur Diagnose der mutterlichen bzw. kind- 
lichen Syphilis durch die Wassermann-Neisser-Bruck- 
sche Komplementbindungsreaktion verwendbar)? 
Zischr. f. Geburtsh. u. Gynék., 1913, \xxiv, 451. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Serum from retroplacental blood cannot be used 
alone to determine the Wassermann reaction and 
decide whether the mother has syphilis, for it gives 
a positive reaction in 30 per cent of apparently 
healthy women. This percentage increases in cases 
of pathological delivery to 36.5; in protracted labor 
and in abnormally severe labor pains, to 46.1; in 
eclampsia, intra-partum and post-partum, and in 
difficult or abnormal delivery of the placenta without 
syphilis, to 55.5. Anasthesia of the mother, fever, 
or loss of blood to over 500 gms. in the post-partum 
period, do not noticeably increase the number of 
positive reactions with retroplacental blood. If 
retroplacental blood is used and the reaction is 
positive another test should be made with blood 
from the arm veins. It would not be necessary to 
puncture the arm veins in the negative cases. The 
positive reaction with retroplacental blood is 
probably due to the presence of albumin-lipoid 
combinations originating in the placenta. 

Blood from the umbilical vein of healthy children 
of healthy mothers as a rule gives a negative Was- 
sermann reaction; it is positive only in hereditary 
syphilis, never, if syphilis is not present, in eclampsia 
of the mother, in premature delivery, anesthesia, 
fever, protracted labor, hemorrhage, or other ab- 
normalities post-partum, nor yet in deeply asphyxi- 
ated or stillborn children. A negative Wassermann 
reaction from the blood of the umbilical vein does not 
exclude a foetal syphilis acquired at birth, nor does 
it exclude a hereditary syphilis. 

In all these cases the serodiagnostic examination 
of the child should be repeated several times at long 
intervals. The negative Wassermann with umbilical 
vein blood is changed to a positive when extract of 
placenta is mixed with the blood in only 5 per cent 
of the cases, in the other 95 per cent it remains 
negative. Neither is the reaction changed by 
mixing amniotic fluid with the blood. In spite of the 
limitations mentioned above, blood from the 
umbilical vein is well adapted for making the 
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Wassermann test for syphilis of the new-born, and 
its use is recommended in all cases in hospitals and 
in those in private practice where there is any 
suspicion of syphilis, in addition to the serological 
testing of the blood from the veins of the mother’s 
arm. RUNGE. 


Schmid, H. H.: Increasing the Size of the Pelvis 
by Resection of the Promontory (Uber dauer- 
nde Erweiterung des knéchernen Beckens).  Ver- 
samml. deutsche Naturforsch. u. Arzte, Wien, 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports eight cases from the obstetrical 
clinic in Prague in which resection of the promontory 
was performed. ‘This new obstetrical operation, 
which was devised by the author and Rotter, of 
Budapest, independently, consists in chiseling off the 
greater part of the fifth lumbar and the first and 
second sacral vertebre by the transperitoneal route. 
In this way an increase of 134 to 2 cm. is easily 
obtained in the anteroposterior diameter. The 
operation offers no technical difficulties, the bleeding 
from the bones being slight. 

In seven out of the eight cases the operation was 
performed in connection with cesarean section for 
relative indications; one of the seven died of peri- 
tonitis, which was to be attributed to the laparotomy 
rather than to the resection of the promontory. The 
eighth patient had already had a cesarean section 
and a stillborn child, and in the fourth month of her 
third pregnancy the resection was performed. At 
the end of her pregnancy she gave birth to a mature 
child, which, because of a transverse position and 
prolapse of the cord, had to be delivered by version 
and extraction; the head was easily delivered. 

This case proved for the first time that resection 
of the promontory secures permanent increase in the 
size of the pelvis. The operation is, therefore, the 
only rational treatment for narrow pelvis. 


Frinkel, L.: Delivery, After Uniting a Double 
Uterus by Operation (Geburt nach operativer Ver- 
einigung doppelter Gebarmutter). Berl. klin. Wchn- 
schr., 1913, 1, 1589. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A patient had had three miscarriages, or pre- 
mature deliveries, of non-viable children. Exam- 
ination showed duplication of the genital organs. 

The body of the uterus was completely separated, 

the cervix was united, but there was a median par- 

tition, separating it into two halves, and there was 
also a septum in the vagina. The patient was very 
anxious to have a living child, and as neither of the 
halves of the uterus was capable of producing one, 

Frankel undertook to unite them by operation. 

He excised the septum of the vagina and cervix 

through the vagina, then, by laparotomy, excised 

a wedge from each of the uteri and sutured the two 

together so as to form a new uterine cavity. There 

was an uneventful recovery and, two years later, the 
patient had a normal child weighing 6 lbs., delivered 
spontaneously at normal term. ZINSSER. 
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KIDNEY AND URETER 


Mayo, W. J.: Accidental Injuries to the Descend- 
ing Portion of the Duodenum, During Removal 
of the Right Kidney. J. Am. M. Ass., 1914, lxii, 
343- By Surg., Gynec. & Obst. 

The anatomical relations of the retroperitoneal 
portion of the duodenum are such that this organ 
may be injured during operations for the removal 
of the right kidney. Such injury, however, can 
only occur if there be infiltration about the pedicle 
which has caused close adhesion to the duodenum. 
The duodenum in its descending course overlies 
the pedicle of the right kidney and a considerable 
portion of the lower half of that organ on the inner 
side. As this portion of the duodenum is retro- 
peritoneal and more or less fixed in position, one 
can readily understand how the accident might occur 
under such circumstances. The exact relationship 
of the duodenum to the right kidney depends on the 
mobility of the latter organ, which lies somewhat 
lower than the left kidney and is more or less 
movable, normally. 

Infection and ulceration of the pelvis and second- 
ary involvement of the connective tissue in the 
pedicle leads to fixation and shortening of the 
pedicle together with adhesion to the neighboring 
viscera on the right side, and sometimes to the 
duodenum in its retroperitoneal portion. In such 
cases, subcapsular nephrectomy is adequate, but, 
if the fixation is due to carcinoma of the pelvis, the 
kidney and capsule with the pelvis and a sufficient 
portion of the ureter must be removed, and it is in 
these cases that the duodenum will be endangered 
even by the most expert and careful surgery. The 
injury is usually caused by heavy-toothed forceps 
which are applied hurriedly to check a sudden hem- 
orrhage from loss of control of the pedicle of the 
kidney—the vena cava is often injured in the same 
manner. The fingers are a safe substitute for for- 
ceps to temporarily check the bleeding. Vessels 
the size of the renals fairly jump into the fingers 
and can be held until the non-biting forceps can be 
safely applied. As a rule, the injury to the duo- 
denum is not manifested for several days. The 
injured part becomes necrotic and a duodenal 
fistula of a most distressing type results which will 
often, if not usually, cause the death of the patient. 

With an adequate incision for the removal of the 
kidney, such as has previously been described by 
the author, injuries to the duodenum or failure to 
secure the vessels accurately will seldom occur. 
Division of the structures behind the twelfth rib, 
combined with transverse incision, mobilizes the 
lower wall of the chest, and with the patient lying 
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on the loin of the opposite side, well elevated in a 
saddle, nephrectomy has been made a safe pro- 
cedure, because it is done under the eye. 

What can be done to repair the damage when a 
duodenal injury occurs is the crux of the problem, 
for, as a rule, the injury is not made manifest until 
several days after the operation. The character of 
the fistula does not lend itself to spontaneous heal- 
ing; the gastric, intestinal, pancreatic, and biliary 
secretions in combination rapidly enlarge the 
opening, irritate the skin, and exhaust the patient. 
In such cases a transperitoneal attack on the 
fistula should be made and the descending duodenum 
lifted from its bed. The opening should be sutured 
and a flap of peritoneum or omentum transplanted 
across the suture line, and, finally, a jejunostomy 
should be done for temporary feeding purposes. 


Rosenblatt, J., and Margoulies: Pyelography 
(Zur Pyelographie). Verhandl. d. deutsche Réntgen. 
Gesellsch., 1913, ix, 81. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A 45-year-old patient had pain in the left kidney 
region and kinking of the ureter was suspected; 
therefore 40 ccm. of a 5 per cent solution of collargol 
was injected without any difficulty. While the 
réntgen picture was being taken she suddenly col- 
lapsed, and died after 15 hours. The diagnosis of 
rupture of the pelvis of the kidney was confirmed on 
post-mortem. There was no collargol in the ureter 
or kidney pelvis, but the cellular tissue around 
them at a distance of three finger breadths from the 
bladder was soaked with it. There was no tear 
visible, either in the ureter or pelvis. Probably 
there was a very slight tear in the kidney tissue. 
Although microscopical examination was not made, 
it may be assumed that the collargol, as in Blum’s 
experiments on the cadaver, was pressed out through 
the ruptured kidney tubules into the lymph-spaces 
underneath the capsule. 

Pyelography, therefore, should be carried out 
with the greatest caution. Where it is absolutely 
indicated, Kiimmell’s method is to be preferred. 

KNORR. 


Fowler, H. A.: Closed Tuberculous Pyonephrosis. 
J. Am. M. Ass., 1914, Ixii, 12. 

By Surg., Gynec. & Obst. 

While this condition would appear from the 
literature to be comparatively rare—Smirnow find- 
ing but twenty-four cases reported—it is probably 
more common than reports show. Earlier cases 
studied without the aid of the cystoscope or ureteral 
catheter were rarely diagnosed before operation. 
Even by the newer methods pre-operative diagnosis 
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may be very difficult; there may or may not be a 
lumbar or abdominal tumor, depending on whether 
renal distension is present or the atrophic organ 
has become fibrous and much contracted. 

The author describes the pathology of the con- 
dition, and the effects on the perirenal tissues, in 
which there is usually more or less fibrous deposit, 
obscuring anatomical landmarks. Occasionally 
secondary abscess formation occurs—in one case 
simulating psoas abscess. Smirnow divides the 
cases into the following three clinical groups: 

1. In the first, the bladder is tuberculous; the 
ureter on the diseased side is impermeable; and in 
the region of the diseased kidney there is a large 
pyonephrotic sac. The diagnosis is easy. 

2. In the second, the bladder is normal; one 
ureter is impermeable and in the corresponding kid- 
ney region there is a tumor. Diagnosis is possible 
from the history, etc. 

3. In the third, there is advanced tuberculosis of 
the bladder; ureteral catheterization is impossible; an 
enlarged kidney may be palpated, which may be 
healthy and only hypertrophied, while the diseased 
kidney is atrophic. Diagnosis is possible by 
exploratory incision. The author does not men- 
tion the possible value of radiography in some of 
these conditions. 

He reports a unique case in which the symptoms 
dated back 12 years. Finally, an abscess pointed in 
the left post-axillary line and just below the costal 
margin. Drainage of this gave temporary relief, 
but subsequently the diagnosis of closed pyonephro- 
sis was made. Upon operation, the process was 
found to have penetrated the pleura through the 
diaphragm, causing a tuberculous empyema—this 
cavity had been drained at the first operation. 
The kidney was found to be converted into a large 
pyonephrotic sac with little renal parenchyma 
remaining. Although, in the removal of the 
pyonephrotic sac, no damage was done to the 
peritoneum or intestine, a fecal fistula developed 
in the wound four days later, and the patient died 
ten days after operation. 

While the urine had become clear and the bladder 
healthy, although contracted, the author points out 
that ‘‘autonephrectomy”’ failed to cure the disease 
and properly emphasizes the danger of trusting to 
nature to cure renal tuberculosis. Not only had the 
tubercular process involved the diaphragm and 
finally the pleura, but it had also invaded the peri- 
toneum and intestinal wall. The pressure of a 
movement induced by a laxative caused the un- 
supported bowel wall to give way and the fistula 


resulted. Horace BINNEY. 
Baar, G.: Stricture of Ureter Simulating Nephro- 
lithiasis. Jnterst. M.J., 1914, xxi, 37. 


By Surg., Gynec. & Obst. 

Baar reports the following case because of the 
rarity of inflammatory strictures of the ureter. A 
traveling salesman, aged 40, complained of frequent 
attacks of colicky pain in the right lumbar region, 
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radiating along the iliac crest into the glans penis, 
with tenesmus and meteorism of the abdomen. 
Such attacks would come frequently, two or three 
times a week, after any physical exercise, and could 
be relieved only by morphine. A year ago his 
physician, suspecting a stone in the right kidney, 
made a kidney incision, but did not find any stone 
and the attacks continued unchanged. 

After close observation for three weeks the 
author concluded that the patient suffered from 
oxalic acid gravel in his right kidney. He was put 
on Cantani’s diet, sodium bicarbonate and lithium 
carbonate effervescent, and a hot bath every day. 
Three months later he had another attack of renal 
colic with tenesmus; one night, while trying to void 
urine, the stream suddenly stopped, and after a 
strange sensation as if some foreign body had 
passed the urethra, the flow started again. 

Two years later, while the author was absent 
abroad, during one of the patient’s attacks, a 
prominent surgeon diagnosed the case as appen- 
dicitis and removed the appendix. After recovery 
from the operation, the patient continued to suffer 
the same painful attacks. On reéxamination the 
shreds found in the urine contained pus-cells with 
characteristic groups of gonococci. The prostatic 
secretion showed many pus corpuscles with gono- 
cocci. 

Six weeks later the right kidney was catheterized, 
and the urine was found to contain many intra- 
cellular gonococci; the urine from the left showed 
neither pus-cells nor gonococci. The diagnosis 
was then changed to the following: Pyelitis dextra 
gonorrhoea, cystitis gonorrhoea, prostatitis gon- 
orrheea. 

Within the next ten months the patient received 
forty injections of 50 ccm. of a 20 per cent protargol 
solution into the right renal pelvis. The renal 
colics ceased from the time of the first kidney 
catheterization and have not reappeared. Inas- 
much as the urine still shows pus and intracellular 
gonococci, there is not a restitutio ad integrum, but 
the author states that he has effected a practical 
cure by reducing the inflammation of the ureter, 
which was producing the clinical picture of renal 
colics, and which had caused the patient intense 
suffering for years previous. Louis Gross. 


Babcock, W. W.: A Note as to the Recognition of 
the Ureter; Report of a Case of Anastomosis 
of the Ureter into the Appendix. Surg., Gynec. 
& Obst., 1914, xviii, 119. By Surg., Gynec. & Obst. 


The author points out that the normal or dilated 
ureter may be absolutely differentiated from other 
structures by characteristic peristaltic movements 
that are observable through the overlying peri- 
toneum. The peristalsis has even been observed in a 
ureter dilated to the size of the ileum. The peri- 
ureteral plexus of blood-vessels marks the move- 
ments and the ureter is seen first to slide upwards 
under the peritoneum, and then, after a momentary 
pause, downwards for several millimeters. This 
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trombone movement is usually observed, but in 
some patients, the associated contraction wave is 
more marked. About one-half minute may elapse 
between the movements, but they may be excited 
almost at will by stroking the tube. They differ 
from peristaltic intestinal movements in character, 
periodicity, and reaction to irritation, and serve to 
absolutely differentiate the ureter. The observation 
may be easily verified by exposing the structures 
over the sacro-iliac synchondrosis during an ab- 
dominal operation. 

The uretero-appendicular anastomosis was extra- 
peritoneal, the appendix having been pulled through 
a small opening in the peritoneum. The left ureter 
was imbedded in the rectum. The patient, who had 
an advanced carcinoma of the bladder, died two 
days later. 


BLADDER, URETHRA, AND PENIS 


Arcelin: R6ntgen Diagnosis of Vesical Calculi 
(Diagnostic radiographique des <alculs vésicaux). 
Cong. de l’ass. franc. d’urol., Paris, 1913. 

By Journal de Chirurgie. 

Arcelin shows that the réntgen diagnosis of 
vesical calculi is particularly difficult because of the 
opacity of this region to the X-rays. The plate 
may show a shadow in the bladder region, but there 
is nothing characteristic about it. It has to be iden- 
tified by clinical and instrumental measures. If 
the plate does not show a shadow, there may, 

nevertheless, be a calculus. In practice, about 50 

per cent of vesical calculi escape radiographic 

demonstration. Accessory methods, such as injec- 
tion of water, oxygen, and collargol, are very diffi- 
cult to use. Aside from these limitations, réntgen 
examination has its advantages. In patients with 
stricture of the urethra, diverticula of the bladder, 
etc., exploration by X-rays may show calculi that 
could not be diagnosed by any other means. 

J. Dumont. 


Luetscher, J. A.: Acute Cystitis Due to the Bacil- 
lus Aerogenes Lactis. J. Clin. Research, 1914, 
vii, I. By Surg., Gynec. & Obst. 

The author reports two cases of bacillus aérogenes 
lactis infection, the first a cystitis in a woman of 28, 
two months pregnant, and the second a urethritis in 
the woman’s husband. 

In the case of cystitis the symptoms were acute, 
confining the patient to bed and showed con- 
siderable tendency to recurrence, but cleared up in 
four weeks. Catheterized urines taken on the sixth 
and ninth days showed pure cultures of the bacillus 
aérogenes lactis. 

In the second case, the urethritis developed four 
days after the acute symptoms appeared in Case I. 
The discharge was yellowish, watery, and acid, and 
contained a few pus-cells, but no gonococci. Fre- 
quency of urination with tenesmus and a tempera- 
ature of 103°, with prostration, headache, and nausea, 
developed, subsiding by the tenth day. It was fol- 
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lowed by an acute epididymitis on the twelfth day 
with a temperature of 104°, terminating in recovery 
on the twenty-ninth day. 

A blood culture on the sixth day and a Widal test 
on the ninth day were negative. Catheterized urines 
on the ninth and fourteenth days showed pure cul- 
tures of bacillus aérogenes lactis. 

The organism was an encapsulated bacillus with 
rounded ends, which did not stain by Gram’s 
method. Colonies on agar plates and agar slants 
were about one millimeter wide and of a bluish opal- 
escence; on potato there was a heavy yellow viscous 
growth; milk was coagulated in twenty-four hours 
with acid production, and in a fermentation tube 
with saccharose solution there was considerable gas 
formation. 

The morphology, capsule formation, absence of 
motility, rapid coagulation of milk, and gas forma- 
tion leave no doubt as to the identity of the organ- 
ism. The author calls attention to the possibility of 
the first case being regarded as due to the colon 
bacillus and the second case as a gonorrhoea, without 
careful bacteriological study. H. G. Hamer. 


Solowij, A.: Technique of Operation on Large 
Fistulz of the Bladder, by the Abdominal 
Route (Zur Technik der Operation schwieriger Bla- 
senfisteln auf abdominalem Wege). Zischr. f. gyndk. 
Urol., 1913, iv, 131. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Solowij uses Dittel’s method of operating by 
laparotomy on large fistula which cannot be closed 
through the vagina. He splits the uterovesical 
fold and thus reaches the fistula and sutures it. 
Recently he has extirpated the uterus from above 
and finds that this procedure makes the operation 
much easier. Hemorrhage is thus decreased and 
the approach to the fistula enlarged. 

One great advantage of the operation is the 
possibility of thorough drainage through the 
vagina, as in this way the danger of urine infiltra- 
tion and infection is avoided if the suture does not 
hold. If the fistula is densely adherent to the os 
pubis it must first be loosened with a rasp. A 
detailed history of a case and the operation is given. 

Knoop. 


Lower, W. E.: An Improved Method of Removing 
a Diverticulum of the Urinary Bladder. Cleve- 
land M.J., 1914, xiii, 1. By Surg., Gynec. & Obst. 

From his experience, the author believes that if a 
diverticulum is converted into a solid or semi-solid 
mass its removal is more easily accomplished. He 
reports a case of diverticulum of the urinary bladder, 
in which after exposing the bladder, collargol solu- 
tion, which had been previously injected into the 
diverticulum, could be seen issuing from its open- 
ing. Through this opening was packed about one 
yard of one-inch strips of gauze. With the fingers 
within the bladder, its upper portion was pulled 
forward and dissected from the peritoneum; when the 
neck of the diverticulum was brought into view, it 
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(Bredin.) Bredin’s new urethrotome, showing 
A set screw 


Fig. 1. 
knives; surrounded by a filiform catheter. 
operated by the thumb sets free the knives. 


was divided entirely from the bladder, which was 
held away laterally by retractors. The ureter was 
necessarily divided by the incision which freed the 
diverticulum, and it was temporarily tied off to 
prevent the escape of urine. The gauze-filled 
diverticulum was then carefully dissected away from 
the surrounding structures and removed. The 
divided ureter was then transplanted into the 
bladder through the opening made by resecting the 
diverticulum. H. L. SAnrorp. 


Bredin, W. W.: A New Urethrotome. JN. Y. M./J., 
1914, XCix, 126. By Surg., Gynec. & Obst. 
Bredin’s new instrument, shown above, is said 
to be applicable to all calibers and all parts where 
strictures are usually found. The instrument 
consists of a main shaft, in which the knife rod 
moves forward and backward, and a guide which 
terminates in a No. 9 French catheter with a 
filiform tip. The bulbous end of the guide conceals 
the knives, and screws onto the main shaft — the 
knives, when in action, operate through the grooved 
portion of the guide. The instrument is easily 
taken apart for sterilization. With this instrument, 
which anyone can use with safety, the author states 
that internal urethrotomy is no longer a bungling 
uncertainty. S. Wa. ScHAPIRA. 


Kolischer, G.: Clamp Resection of the Urinary 
Bladder. J. Am. M. Ass., 1913, xii, 2096. 
By Surg., Gynec. & Obst. 
The diagnostic feature of this case consisted in 
inverting the vesical vertex by abdominal finger 
pressure. In this way a central incrustated ulcer 
was shown to be the top of a sessile tumor of apparent 
malignancy. The location of this growth suggested 
its removal by clamping off the top of the unopened 
bladder, previous to the exsection of the vertex 
carrying the tumor. The precaution of having had 
a cystocope introduced in order to control the 
application of the intestinal clamp used proved to 
be superfluous, because palpation of the exposed 
bladder was sufficient to outline the base of the 
tumor and the surrounding infiltrations. The ver- 
tex of the bladder was clipped off with the clamp in 
place, and the first suture line inserted under the 
same conditions. Thus the resection was completed 
without any chance of disseminating cancerous 
particles through the interior of the viscus. 
After removal of the clamp, a superseding suture- 
line was inserted and the abdominal wall completely 
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closed. The after-treatment consists of catheteriza- 
tion at regular intervals. 

The case proved a technical success, the healing 
being interrupted only by the appearance of an 
abdominal fistula that closed inside of ten days. 
Cystoscopy undertaken three months later showed 
normal conditions. The capacity of the bladder was 
120 ccm. Harry A. Kraus. 


GENITAL ORGANS 


Pasteau, O., and Degrais: The Employment of 
Radium in the Treatment of Cancer of the 
Prostate. Canad. Pract. & Rev., 1913, xxxvili, 703. 

By Surg., Gynec. & Obst. 


The authors divide the surgical treatment of 
cancer of the prostate into two headings: 

1. Palliative treatment, which consists chiefly of 
suprapubic cystotomy, instituted for the purpose 
of relieving the severe cystitis. The authors be- 
lieve that the same principles which cover enlarg- 
ment of the prostate in any other direction are ap- 
plicable to those of cancer. They may have 
similar retentions, similar infections, etc. There 
is nothing specific in the treatment of cancer of the 
prostate and the palliative treatment consists in 
treating the symptoms. 

2. Curative treatment by total prostatectomy is 
of particular interest in cancer of the prostate. The 
operation is long, the technique difficult, the mor- 
tality great, and recurrence frequent. The writers 
were among the first to employ the use of radium 
in these cases. 

The technique of treatment is described as fol- 
lows: The surgical routes may be used for the pur- 
pose of applying radium to the prostate, as, for in- 
stance, through the perineum. 

2. The route through the bladder, after a hypo- 
gastric incision, is particularly valuable in cases 
where it is necessary to do a suprapubic cystotomy 
for relief. 

3. The natural routes are: (a) Per rectum, in 
which the whole of the posterior surface of the 
prostatic lobes can be exposed, and it is then easy 
to irradiate the whole of the posterior portion of the 
gland. The applications should be made chiefly 
on the surface by means of radium plaques. 
Radium tubes may also be used, but not so easily 
owing to the fact that it is necessary to cover the 
posterior portion of the tube with screens in such a 
way that the rays can only act on the anterior 
portion. (+) The route through the urethra leads 
directly to the prostatic tissue. The tube, which is 
completely surrounded by glandular tissue, comes 
in contact with the lateral lobes and by being further 
introduced it may also reach the median lobe. 

The authors believe that the urethra and rectum 
may also be used at the same time for treatment, 
thus making a “cross-fire” on the prostate. They 
state they have used the intraprostatic application 
of radium in treating fifteen patients, but few of 
these patients were sufficiently persevering in their 
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Fig. 1. (Pasteau and Degrais.) Longitudinal section 
of a catheter coudé, with a single orifice, with tube of 
radium in position. 

Fig. 2. Longitudinal section of catheter coudé with 
two orifices, and radium tube in position. 

Fig. 3. Rolling of the metallic wire which is fixed 
around the circumference of the catheter. 


treatment to obtain any results; in fact, the authors 
state that lack of persistence is the greatest hin- 
drance to the success of this method. 

The authors do not describe the manner in which 
they put the radium into the prostate, except to say 
that they consider it a poor method. They believe 
that the use of the radium tube in a catheter offers 
the best method of treatment. The authors cite 
the following case, giving the times of application 
for the radium and the method: 

The patient, a man aged 57, suffered in Novem- 
ber, 1908, and later in April, 1909, from slight 


hematuria at the beginning of micturition. In con- 
sultation with Nitch, surgeon at St. Thomas’s 


Hospital, London, cystoscopy was performed by 
the authors in order to verify a diagnosis of an 
infiltrating and inoperable tumor of the bladder. A 
superficial and irregular tumor was found, not 
broken down, covered by non-ulcerated mucosa, 
which was, however, abnormally red. This tumor, 
the margins of which were fairly well defined, 
formed a marked projection more than half a 
centimeterin thickness. It was obliquely elongated, 
and extended from the margin of the neck on the 
right to the level of the right ureteral orifice. It 
was not pedunculated, but raised the mucosa en 
bloc; in its contour there was no change from the 
normal aspect of the vesical mucosa, otherwise the 
bladder was everywhere normal. The urethral 
orifices were normal, though the right appeared to be 
rather wider than the left, which was doubtless due 
to the mucosa being slightly thicker at that point, 
and to a certain disturbance of venous circulation. 
Finally cystoscopical examination demonstrated 
the existence of small rounded prominences on the 
right lateral margin, and a little more deeply in the 
tissue of the bladder at this level, for a length of 
about one centimeter. These prominences were 
regular and smooth. 

A diagnosis was made of prostatic neoplasm, 
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Fig. 4. (Pasteau and Degrais.) Diagram intended to 
show that the radium tube cannot be placed in good posi- 
tion in the rubber catheter if the latter has already been 
introduced into the posterior urethra. 

Fig. 5. Tube of radium supplied with a metallic wire 
which keeps it in position and fixes it in the catheter. 





which had extended into the vesical cavity, and 
after having completely emptied the bladder the 
rectum was palpated. 

The prostate was voluminous, but hard, nodular, 
irregular, fixed, and thickened in its right lobe, and 
at that point less easily defined. There was no 
engorgement of the ganglia. 

The first series of application of radium was made 
on October 2d, 5th, 11th, and roth, 1909. At the 
first séance a tube of 2 cgs. was inserted, remaining 
in position for two hours; in the subsequent séances 
a dose of 5 cgs. was given. 

On October 16, 1909, after the first three applica- 
tions, cystoscopical examination showed that there 
was already marked diminution in the size of the 
vesical tumor. 

Another series of applications was made on 
December 23, 1909, and on January 2d, 6th, 11th, 
15th, and 2oth, rgro. 

A urethroscopical examination made by Gold- 
schmidt’s instrument on December 18th showed that 
there was no ulceration and but little redness, 
except on the right side. On this side the wall was 
apparently elevated by fairly regular and rounded 
lobulations, one of which manifestly corresponded to 
a prominence which was seen on the margin of the 
neck of the bladder on the right side. 

The author’s conclusions are as follows: The 
cases reported apparently showed with certainty 
that the action of radium has been obvious in 
cases in which the clinical diagnosis of cancer has 
been made by competent surgeons and confirmed 
by examinations conducted in the best possible 
manner, but in many of these cases absolute diag- 
nosis of cancer was practically impossible and was 
lacking. They speak of two cases where inguinal 
glands were involved and claim that they showed 
marked diminution in size after the treatment of the 
prostate with radium. Quoting direct, the authors 
state: 
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‘Since, on the one hand, curative operative treat- 
ment of cancer of the prostate is always dangerous 
and usually illusory, and since, on the other hand, 
treatment by application of radium, is without risk, 
and may possibly be really useful, there should be no 
hesitation, whena cancer of the prostate is diagnosed, 
in giving repeated applications of radium according 
to one of the procedures previously referred to. 

“It may be said that we have obtained good re- 
sults only in patients who were not suffering from 
cancer, but a consideration of the cases which we 
have reported is in favor of the belief that this is 
not so. 

“Speaking as clinicians, we will say no more than 
this: If it is true that our patients were not actually 
suffering from cancer of the prostate, it is none the 
less true that this diagnosis was the only one that 
could be made in these cases, and since no curative 
operation could be undertaken treatment by radium 
was indicated. In short, in all cases in which the 
presence of cancer of the prostate is suspected radi- 
um treatment should be carried out. If it does not 
effect a complete cure it alters the condition of the 
tumor to such an extent that prostatectomy can be 
undertaken with benefit and without risk. It re- 
mains only to determine, from our personal ex- 
perience, a few points in relation to the technique. 
For the sake of simplicity we are now in the habit 
of employing only intraprostatic applications by 
natural routes.” 

In the selection and preparation of the apparatus 
the authors use simply a soft gum elastic catheter, 
not the India-rubber catheter, or, as we have called 
it, the coudé catheter. The radium tube is. passed 
into the catheter by a wire and held in front of the 
hole in the catheter. The authors prefer a single 
hole catheter, but one with two holes may be used. 
The catheter is pushed in until fluid runs from the 
bladder, after which it is withdrawn, thus remaining 
exactly in the prostatic portion. The radium tube 
is pushed to the neck of the catheter and allowed to 
remain in that position. It is always introduced be- 
fore catheterization and before a catheter is passed 
into the bladder. The radium tube is fastened to 
the catheter at a certain point by means of a wire 
that is wound around the catheter, preventing it 
from slipping up and down in the tube. 

The authors believe that only cases which have 
beginning cancers can be successfully treated with 
radium. 

A number 16 or 17 coudé catheter should be 
used, and it must be ascertained whether the 
urethra will admit this catheter easily. The urethra 
should be sterilized as before catheterizing. 

If the patient suffers from urinary disorders, 
emptying and irrigation of the bladder is indicated. 
Good results are obtained by allowing the retention 
catheter to remain in position for several days before 
any treatment is begun. If the urine is clear great 
care should be employed to prevent infection, and 
the operation should be regarded with as much 
seriousness as an abdominal operation. 
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The question of anesthesia does not arise—even 
local anesthesia is usually not necessary. The 
duration of applications depends upon the reactions 
which follow the application. 

It is necessary that a sufficient amount of radia- 
tion be produced: the applications of radium should 
be made every three, four, or six days, according to 
the patient’s endurance. The duration should be 
from two to four hours; the dose from 2 to 5 cgs.; 
the thickness of the screen from five-tenths to three- 
tenths of a millimeter. After five or six applica- 
tions it is advisable to suspend treatment for three 
or four weeks. Constant study of the condition of 
the prostate by means of the cystoscope and 
urethroscope, rectal palpation, etc., should govern 
the frequency of repetition and the continuation of 
the treatment. 

Intraprostatic applications of radium are fol- 
lowed either by general or local reactions. Among 
the symptoms which are common to the applica- 
tions of radium may be mentioned _ lassitude, 
fatigue, and drowsiness. These symptoms appear 
either immediately or a few hours after the applica- 
tion and persist from a few hours to three days, and 
may necessitate rest in bed for 24 hours. This 
condition is more marked following prolonged and 
intense applications, although in subsequent 
séances it may disappear entirely. 

Local irritations in the course of applications may 
appear at the same time due to a spasm of the 
urethral sphincter. Frequency of micturition may 
be said to be the rule, caused by the radium no 
doubt, and also by the presence of the catheter in 
the urethra. More or less marked symptoms of 
cystitis, due, no doubt, to infection, may also ap- 
pear. 

Hematuria or urethral bleeding are very ex- 
ceptional. 

The authors have seen the evacuation of a muco- 
purulent débris persisting for 8 or 10 days. This 
in some cases obstructed the urine and necessitated 
aspiration. 

The authors are of the opinion that radium should 
not be recommended too often, nor séances at too 
frequent intervals; under what particular class of 
cases it is difficult to exactly determine, but the 
radiation should be continued as long as endurable. 

The authors conclude that radium certainly exerts 
an influence upon cancer of the prostate. 

Radium may be used by introducing it into the 
gland: (1) By operation. by the ordinary surgical 
routes of access; that is to say, the perineum and the 
bladder. (2) Without operation by the natural 
routes, more especially the rectum or urethra, which 
permit of reaching the center of the tumor. 

By this method of treatment a prostate which is 
primarily inoperable may be reduced to such an 
extent that prostatectomy may be performed with- 
out danger. In other cases it may result in sup- 
pression of hematuria, and sometimes even in com- 
plete disappearance of the tumor and of certain 
masses of ganglia. A. C. STOKES. 
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Gardner, J. A., and Simpson, B.T.: The Relation 
of Multiple Adenomata to the Etiology of the 
Enlargement of the Prostate Gland. Surg., 
Gynec. & Obst., 1914, xviii, 84. 

By Surg., Gynec. & Obst. 

Gardner and Simpson have studied one hundred 
prostate glands, ranging in age from six months to 
ninety years. These glands were obtained from 
autopsy and operation. The authors find that 
prostates between the ages of forty and sixty years 
contain isolated adenomatous nodules, while those 
between sixty and eighty years are either normal, 
atrophied, or enlarged due to multiple adenomata. 

They agree with Chevassu that these adencmata 

may spring from any portion of the prostate gland. 

Having found adenomatous nodules in the so-called 

surgical capsule, they cannot agree with Tandler and 

Zuckerkandl that prostatic enlargement always 

begins in the middle lobe. Their conclusions are: 

“As far as our research with enlarged prostates 

reaches, the condition in the majority of cases is 

caused by the growth of multiple adenomata.” 


Morton, H. H.: 


xlii, 14. 


Prostatectomy. Med. Times, 1914, 
By Surg., Gynec. & Obst. 

The author, after presenting two cases of supra- 
pubic and perineal prostatectomy, adopts Guyon’s 
division of hypertrophied prostate into the fol- 
lowing three stages: (1) Premonitory, in which 
the symptoms are difficulty in starting the flow 
of urine; disturbance of the stream; frequency of 
urination, especially at night. (2) Insufficiency of 
the bladder, which is characterized by partial reten- 
tion of urine. (3) The period of incontinence, 
during which the bladder may hold two or three 
quarts of urine, and the patient complains of in- 
voluntary escape of urine. 

To diagnose these three stages, the author ad- 
vises the following systematic examination: 

1. Palpate the prostate through the rectum. 

2. Measure the quantity of residual urine. 

3. Inspect the prostate with the cystoscope. 

As to choice of operation, the author thinks the 
anatomical formation of the prostate decides the 
choice. In his opinion the causes of death after 
operation are in the following order: (1) Suppres- 
sion of urine; (2) shock; (3) haemorrhage; (4) 
pulmonary embolism; (5) gangrene of suprapubic 
wound and general sepsis. The general mortality 
in all non-selected cases in big hospitals, he thinks, 
is about 10 per cent, and in selected cases about 5 
per cent. S. Wm. SCHAPIRA. 


Garraro, N.: Symptoms of Prostatitis, without 
Enlargement of the Prostate (Sur les “ prosta- 
tiques sans prostate ’’). Clin. chir., 1913, XXi, 2145. 

By Journal de Chirurgie. 

After having discussed the ‘prostatic bladder” 
and the theories given to explain it, the author 
reports four cases of his own with symptoms of 
prostatitis but without hypertrophy of the prostate. 

Cystoscopical examination showed the neck of the 
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bladder deformed by nodules of prostatic adenoma. 
After the enucleation of these nodules by Freyer’s 
method, normal micturition was re-established. 

The author concludes that before diagnosing 
bladder troubles as due to prostatitis, all central or 
peripheral nervous lesions which might give rise to 
similar symptoms should be eliminated, as well as 
the various causes of stenosis and retention, and 
that all methods of examination known to modern 
urology should be practiced. A cystoscopical 
examination, especially, should be made, as it gives 
excellent results, giving a view of the neck deformed 
by very small adenomatous nodules. Freyer’s 
operation is effective in such cases. 

The nodules removed from Carraro’s four patients 
were adenomata within the sphincter, developed at 
the expense of the glands surrounding the neck. 

PIERRE FREDET. 


Rochet, V., and Thévenot, L.: Removal of the 
Testicle, the Vas Deferens, and the Seminal 
Vesicle, for Tuberculosis of Those Organs 
(Ablation du testicule, du canal déférent et de la 
vésicule séminale correspondante au cours de la 
tuberculose de ces organes). Cong. de l’Ass. franc. 
de chir., Par., 1913, Oct. By Journal de Chirurgie. 

Rochet and Thévenot carried out this operation 

on a young man of 19. A cold abscess of the epidi- 
dymis had been incised, and a fistula had remained. 
On his admission to the hospital he had an extensive 
induration along the whole length of the vas deferens 
and a very marked increase in the size of the right 
seminal vesicle; the lesions being strictly limited 
to these organs, extensive resection was decided upon. 
At the first operation the seminal vesicle and the 
abdominal part of the vas deferens were removed 
through a Pfannenstiel incision; at the second one 
the testicle and the inguinal part of the vas deferens 
were removed, the latter procedure being by the 
scroto-inguinal route, while the first was by laparot- 
omy, the posterior surface of the seminal vesicle 
being dissected off in a manner analagous to Wer- 
theim’s operation for uterine cancer. J. Dumont. 


MISCELLANEOUS 


Barratt, J. O. W.,and Yorke, W.: The Production 
of General Symptoms in Hemoglobinzmia. 
Brit. M. J., 1914, i, 235. By Surg., Gynec. & Obst. 


Barratt and Yorke show conclusively that the 
symptoms coming on after the injection of laked 
blood-cells are due, not to the dissolved hamoglobin, 
but to the stroma of the red blood-cells themselves. 

Rabbits that received the stroma solution intra- 
venously died practically instantly, but those that 
received the haemoglobin solution suffered no 
harm. The effect of the injection of laked cells 
upon the coagulation of the blood was not certain: 
sometimes it seemed to prolong the coagulation 
time, while at other times it seemed to shorten it. 
The cause of death in these animals was due to the 
intravenous formation of fibrin in the blood-vessels 
of the lung. V. D. Lesprnasse. 
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Claiborne, J. H.: A Case of Embolism of a Branch 
of the Retinal Artery. Virg. M. Semi-Month., 
1914, XVili, 503. By Surg., Gynec. & Obst. 

The following case illustrates a one-sided central 
scotoma, which the patient is able to ignore, 
though he is a professional and literary man and 
uses his eyes constantly: 

A gentleman of medium height, aged 68, high 
strung, nervous, but healthy, and of abstemious 
habits, felt a large blur, almost totally obscuring 
his vision, suddenly come over his left eye while 
he was going down stairs one morning after break- 
fast. He had gone to bed early the night before, 
and had not been guilty of excess of any description, 
nor any unusual muscular actions antecedent to the 
vent, neither had he strained at stool before its 
occurrence. 

The blur became better during the day, but 
later on became worse. The author saw him on the 
morning of the day on which it happened and 
observed the following condition: The left pupil was 
slightly larger than the right, but reacted normally, 
directly, consensually and in accommodation; the 
tension was normal, media clear; optic nerve 
inflamed, slightly blurred above; the lower central 
vein as it plunges into the nerve head was con- 
stricted; upper vein enlarged and almost lost to 
sight in a slight cloud just above the disk; directly 
above the upper edge of the nerve a branch of the 
upper vein as it runs towards the macular where 
it crosses an artery was much narrower; the veins 
in general appeared to be rather full and dark; right 
vision 23/30; left vision 23/200 plus, eccentric fixa- 
tion; heart sounds normal, but action slightly rapid; 
kidneys found to be normal; the field of vision 
showed a perfectly black scotoma in the center. 

Two years and seven months after the first 
observation about the same condition was present 
in the fundus as at the former observation—absolute 
central scotoma somewhat irregular in form and 
about one-fourth the size of the original. The 
patient is in excellent condition, has never resumed 
the use of tobacco or coffee; is undisturbed in read- 
ing or in other use of his eyes by the existence of 
the blind spot. When, however, his right eye is 
covered, he is only able to see the 200-foot letter, 
with imperfect perception of the t100-foot line, 
while he fixes the letters centrally. He is unable 
to read with the affected eye alone. 

The fact that the capillary network is lacking 
at the point of acute vision has long since been 
established, Leber, Becker, Gurlach, Reuse, Ayres, 
and Mayerhausen agree that the fovea is devoid 


528 


SURGERY OF THE EYE AND EAR 


of retinal blood-vessels, while the remaining part 
of the macular region is richly supplied. Mayer- 
hausen estimates the square area of the macula at 
2,356 mm., of which 2,205 are very vascular, while 
the difference between these figures represents the 
non-vascular tract. According to the same ob- 
server, the vessels of the macular region terminate 
about .137 mm. from the edge of the fovea. 

In view of these things, it is not unreasonable 
that embolic clogging of the circulation of the vessel 
feeding this area, however small the embolism, 
may produce a scotoma entirely involving the mac- 
ula region, including the fovea. The fact that this 
patient can see the top letter of the card in looking 
at it, and can see none of the other letters below, 
would tend to show that the upper region rather 
than the lower portion of the macula is effected. 
This would be consistent with the observation of the 
constricted blood-vessel. 

A diagnosis of embolism of the retinal central 
artery, partial or complete, may be made by the 
ophthalmoscope alone; but sometimes it is difficult 
to do so, owing to the uncertainty in picking out 
the exact blood-vessel obstructed. The field and 
the history of the case should always be taken into 
consideration and are important factors in fixing 
the diagnosis. 

The great congestion of the veins in this case, 
which was observed on the first examination, led 
the author to the view that the process was a venous 
one, probably a thrombosis at the nerve head, but 
the subsequent developments, the central scotoma, 
and the constriction of all three temporal arteries, 
more particularly the superior temporal one, shows 
that it was a case of embolism of the latter artery — 
in short, a partial embolism. Moreover, he has 
noted in cases of thrombosis that the obscuring of 
vision does not come on as suddenly as in embolism, 
and in the nature of things this should be so. He 
has noticed likewise in embolism, both partial and 
complete, that there is frequently a great enlarge- 
ment of the veins, particularly in complete em- 
bolism. It is not improbable that some portion of 
the embolus as it passed into the retina at the porous 
opticus stopped there and impeded the outflow of the 
venous blood, thus producing distended veins. The 
distention of the veins is naturally more noticeable 
than a slightly constricted artery; hence, the idea 
may be conceived at first that the process is a venous 
one. It is interesting to note that in the case noted 
the size of the scotoma is now very much less than it 
was at the beginning, but it is nevertheless large 
enough to interfere with distant central vision and 
to prevent the patient from reading with that eye, 
though the peripheric field is and has been normal. 
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Exact diagnoses in the background of the eye are 
difficult to make, owing to its limited area and the 
intimate connection between the elements of which 
it is composed; hence all factors should be con- 
sidered and each given its true value. 
Stephenson, S.: A Case of Brawny Scleritis. Proc. 
Roy. Soc. Med., 1913, vii, Sect. Ophth., 1. 

By Surg., Gynec. & Obst. 


The case reported is that of a carman, 76 years 
old. He gave a negative general history and a 
Wassermann proved negative; teeth were in bad 
condition. The left eye had become inflamed with- 
out pain or known cause. The bulbar conjunctiva 
above the horizontal meridian was brownish red 
in color with dilated vessels running over it. Early 
this area was oedematous, later more brawny in 
appearance. A patchy, sclerosing keratitis devel- 
oped around the margin of the cornea, less marked 
above. The vision recorded early was 3/24. The 
treatment consisted of salicylates, potassium iodide, 
and a boric wash. 

In the discussion, tenonitis, solid oedema of the 
conjunctiva, and malignant tumor of the choroid 
were suggested as other explanations of the condition. 


Davies, D. L.: Modern Treatment of Lachrymal 
Obstruction. Lancet, Lond., 1913, clxxxvi, 26. 
By Surg., Gynec. & Obst. 


Davis believes probing or the use of styles un- 
satisfactory; extirpation he considers an advance, 
because shortening the treatment and preventing 
suppuration, but mutilating and therefore un- 
surgical. He has used the Toti operation in which 
the sac is exposed, its wall removed, also the inner 
wall of the lachrymal fossa and the two openings 
approximated, in ten cases, with perfect success in 
seven and improvement in three. He concludes by 
expressing the hope that there will be more develop- 
ment along this line of treatment, as he believes it 
will yield excellent results. Earte B. Forwer. 


Maynard, F. P.: A Modification in Extirpation of 
the Lachyrmal Sac. Indian M.Gaz., 1914, xlix, 7. 
By Surg., Gynec. & Obst. 


The operation described in this article is a mod- 
ification of that developed by Kuhnt. The inner 
wall of the sac is dissected outward, together with 
the periosteum. and followed down to the nasal 
duct. This is cut as low as possible and the upper 
end grasped with a fixation forceps. The sac is 
then freed upward, drawing it up and inward; the 
canalicular openings are cut; whatever remains of 
the internal palpebral ligament is severed and the 
fundus freed. The author considers this the 
most satisfactory sequence. Earte B. Fow rer. 


Harman, N. B.: Tumor of the Choroid. Proc. Roy. 
Soc. Med., 1913, vii, Sect. Ophth., 8. 

By Surg., Gynec. & Obst. 

The patient, a woman aged 46, reported gradual 

failure of vision in the left eye over a period of three 
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months, becoming almost complete three days before 
examination. The ophthalmoscope revealed a 
globular detachment above the disk with normal 
fundus reflex below and above. There were numer- 
ous hemorrhages around the disk, tension was 
normal, and there was an absence of inflammatory 
symptoms. Enucleation was advised. 
EARLE B. FoOwLer. 


Hansell, H. F.: Some Further Experiences in the 
Extraction of Immature Cataract, by the 
Homer C. Smith Method. Med. Rec., 1914, 
Ixxxv, 108. By Surg., Gynec. & Obst. 

Hansell reports two of his last five cases on which 
he performed an extraction by the Homer Smith 
method. In both cases the cataract was immature, 
but vision was reduced to less than 20/200 in both 
eyes. A preliminary iridictomy was performed; at 

a later date a necdle-knife was thrust through the 

cornea and a cut made in the anterior capsule and 

underlying lens cortex. Twenty-four hours later 

an extraction was done. In these two cases 20/30 

vision or better was obtained. Earte B. Fow er. 


Chatterton, E.: Case of Double Tubercular Iritis. 
Proc. Roy. Soc. Med., 1913, vii, Sect. Ophth., 5. 
By Surg., Gynec. & Obst. 


Chatterton reported a case first shown 8 months 
before. At that time both irides were thickly 
studded with yellowish gray, vascular nodules; 
posterior synechie and vitreous opacities were 
present in both eyes. R. V., 6/24; L. V., 6/36. 
Intra-ocular hemorrhage in the left occurred some 
weeks later. Repeated paracentesis of both an- 
terior chambers was done and tuberculin given. All 
nodules have disappeared. R. V. 6/12 and J 10; 
L. V., shadows. EarLe B. Fow er. 


Cunningham, A. T. R.: Report of a Case of Grad- 
ual Occlusion of the Common Carotid Artery 
in the Treatment of Pulsating Exophthalmos. 
J. Am. M. Ass., 1914, lxii, 373. 

By Surg., Gynec. & Obst. 

The author reports a case in which a clamp was 
used to cause automatically a gradual occlusion of 
the common carotid in a case of pulsating exoph- 
thalmos. 

The condition occurred in a man 39 years old, 
coming on rather suddenly in the right eye two 
months after a blow over the left cheek, and con- 
tinuing for four years. A sudden attack of uncon- 
sciousness brought the case to operation. The 
clamp used was one described by Neff and consisted 
of two blades, hinged, the compression force being 
obtained by a rubber band. This clamp was applied 
to the right common carotid, the tension being light 
enough to permit a pulsation to be felt distally. 
The wound was closed over the clamp and pulsation 
had ceased in four days thereafter. Two months 
later the clamp was removed and it was found to 
have cut its way entirely through the artery. 

EARLE B. Fow er. 
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Roe, J. O.: Orbital Abscess, from Infection 
Through the Ethmoid. JN. Y.M.J., 1913, xcviii, 
1194. By Surg., Gynec. & Obst. 


The author’s first case was a boy 17 years old; 
there was marked oedema around the right eye and 
orbit, with a cellulitis; raising of the upper lid, vision 
blurred; temperature 103° F.; intense pain back and 
above the eye. It was doubtful whether it was a 
frontal sinusitis with a subperiosteal abscess or an 
infection to the orbit through the ethmoid. Upon 
nasal examination, there was a mucopurulent dis- 
charge from the ethmoid region. The anterior end 
of the middle turbinate was removed; the posterior 
ethmoid cells and posterior portion of the orbital 
plate removed; the pus was drained and the patient 
made a good recovery. The second case was a male 
19 years old. There was swelling in both eyes, the 
patient becoming delirious and then comatose; the 
temperature 103° F. The diagnosis was an 
orbital infection with abscess or a meningitis. The 
same operation was done as in the first case, follow- 
ing which the blood and pus came away. The 
pathologist’s report was orbital phlegmon and infec- 
tious ethmoiditis. The author compares the ad- 
vantages of the orbital and intranasal route, and 
states his belief that the latter route is the best, 
safest, and most direct. His special cutting forceps, 
cutting at right angles, are made for right and left. 
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He locates the posterior wall of the nasal cavity, 
through its entire extent from the cribiform plate to 
the fasciolar process with a slender, thin, flat steel 
probe; this he lays stress upon, to obviate the 
possibility of entering the cranial cavity. 

L. J. GoLDBACH. 
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Wood, J. W.: Direct Examination of the Eustachian 
Tube and Nasopharynx. Med. Press & Circ., 
1914, xcvii, 86. By Surg., Gynec. & Obst. 

Based upon his findings in the study of 650 cases 
by the direct method with the Holmes nasopharyn- 
goscope, the author has classified the disorders of 
the eustachian tube and finds the inflammatory 
conditions most common and never associated 
with normal hearing. 

Acute salpingitis is the most important condition 
affecting the eustachian tube, as practically all cases 
of chronic middle ear catarrh originate in catarrhal 
conditions affecting the nasopharynx and the mouth 
of the eustachian tube. 

The author concludes from his findings that in all 
cases of slight deafness in order to make a precise 
diagnosis it is of the greatest importance to make a 
routine examination of the post-nasal space with 
the nasopharyngoscope. ELLEN J. PATTERSON. 
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Dutrow, H. V.: Deformities of the Nasal Septum; 
and the Operation for Its Submucous Resec- 
tion, with an Original Incision. Lancet-Clin., 
1914, CXi, 60. By Surg., Gynec. & Obst. 


Asymmetry of the septum was present in 77 per 
cent of 2,000 Anglo-Saxon skulls examined by 
Mackenzie, while Purcell found only 5 to 10 per 
cent deviated in 500 negroes. The author believes 
the most plausible theory of the causation of 
deviation to be found in the relative over-develop- 
ment and early ossification of the brain case in 
comparison with the bones of the face. Traumatism, 
of course, is a factor in a small percentage of cases. 
He divides all deviations into two classes: (1) 
Simple, and (2) those associated with overgrowth. 
Deviations are rarely seen in children under seven 
years of age, but reach their maximum develop- 
ment between the fourteenth and twenty-fifth years. 
Deviations should be corrected at any time when 
symptoms arise which can be traced to that source. 
These symptoms are: Nasal obstruction, head- 
aches, reflex disturbances, deafness, and laryngeal 
troubles. A general anesthetic is rarely necessary 
for the submucous operation for the correction of 
septal deviations — the only operation mentioned 
by the author. Local anesthesia, after Freer’s 
method, should always be used when possible, 
excessive hemorrhage being thus avoided. 


Dutrow advises, in going through the cartilage, 
to do so at an angle of thirty-five degrees instead of 
at right angles. It is easier to elevate on the opposite 
side with this incision and if button-holing follows, 
permanent perforation is avoided, as the two open- 
ings do not approximate. Reference is made to the 
occasional occurrence of sphenovomerine bulle— 
accessory air-cells in the posterior portion of the 
septum. The operation should not be made a race 
against time with the chance of sacrificing useful 
mucosa to save a few minutes, for the patients stand 
this operation well and there is usually little shock. 
As a rule, the incision should be closed with sutures. 

GrEorGE M. Coates. 


Hofer, G.: The Question of the Etiology of Genuine 
Ozena. Univ. M. Rec., 1914, v, 11. 
By Surg., Gynec. & Obst. 


Hofer supports the theory of the etiology of the 
coccobacillus fetidus ozene, basing his claims upon a 
series of experiments by which he obtained the 
coccobacillus fetidus ozen@ in pure culture and from 
it prepared a vaccine, with which he treated selected 
cases presenting the cardinal symptoms of genuine 
ozena. The results were so remarkable that the 
author believes that the active immunization with 
the bacillus guarantees an absolutely favorable 
prognosis. ELLEN J. PATTERSON. 
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Mayo, W. J.: The Prophylaxis of Cancer. 
Am. Surg. Ass., N. Y., 1914, April. 
By Surg., Gynec. & Obst. 

Mayo states that all vertebrate animals suffer 
from cancer in situations affected by their habits or 
conditions of life leading to local lesions in the 
protective mechanism. He believes that we should 
look upon local lesions as an invitation to cancer 
without regard to just what the actual cause of can- 
cer may be. The term precancerous should be 
limited to those conditions which clinically and 
microscopically cannot be said to be surely benign 
or surely malignant: the character of the cells are 
changed; they Jack differentiation but as yet there 
is no infiltration of the surrounding tissue. This 
cellular change is found in the periphery of malig- 
nant growths and in conditions which have after- 
ward developed malignancy. The local lesion is 
the invitation and the precancerous condition the 
probable acceptance. 

He divides the sites of local irritation into three 
groups: (1) Congenital or acquired neoplasms, 
such as moles, warts, and benign tumors which may 
undergo malignancy; (2) trauma which strongly 
influences not only the development of sarcoma but 
of carcinoma; (3) chronic irritation, which he con- 
siders the most important of all the precancerous 
conditions whether the result of mechanical, chem- 
ical, or infectious agencies. Among the many 
examples cited are: The development of cancer in 
the mouth from betel-nut irritation in India, amount- 
ing to nearly half of all the epithelial cancers of the 
country; the development of cancer in local lesions 
produced by heat, as cancer of the lip from smok- 
ing; the ‘‘Kangri”’ sores following burns which form 
more than 50 per cent of all cancers in Kashmir; 
those cancers on the shins of locomotive drivers 
who have been exposed for years to the direct action 
of heat; cancers following chronic irritation due to 
different forms of radiant energy, X-ray, etc.; can- 
cers following the local lesions due to infections, such 
as bilharzia of the bladder, treponema pallidum 
in keratosis lingua, nematodes in testicular tumors 
in horses and in gastric cancer of rats; and the 
“horn-core” cancer of cattle, due to the irritation 
of the ropes through the horns with which the 
cattle pull their loads. If the betel nut were not 
used in India and the Kangri basket in Kashmir, 
the cancers in these two countries would be reduced 
one-half. 
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The author calls attention to the importance of 
applying the evidences of local chronic irritation in 
the production of cancer to the solution of problems 
as regards the development of cancers on the in- 
ternal mucous surfaces of the body; for example, 
cancer of the gall-bladder from gall-stone irritations 
and cancer of the stomach following gastric ulcer. 
Fifty per cent of cancers of the pelvis of the kidney 
are demonstrably superimposed on extensive renal 
calculi formation. Carcinoma of the appendix 
usually occurs in association with chronic oblitera- 
tive processes. In the sigmoid and rectum the 
irritation in diverticula may have given rise to 
malignant disease. Cancer of the stomach occurs 
in 30 per cent of all cancers in civilized man, but is 
not common in primitive races or in lower animals. 
When cancer of a certain organ is found in only one 
class of individuals or one species, like betel-nut 
cancer and Kangri cancer, it means a single cause. 
Cancer of the stomach must be due to one cause, 
otherwise, the lower animals and primitive races 
would more often be affected. Something in the 
habits and customs of civilized man in connection 
with the cooking and preparation of food must be 
responsible for this large percentage of cancer of 
the stomach and a comparative investigation would 
be of value. 

In conclusion Mayo says: “I would again call 
attention to the fact that pre-existing lesions play 
the most important part of the known factors which 
surround the development of cancer; that such 
precancerous lesions are produced by some habit or 
life condition which causes chronic irritation; that 
where cancer in the human is frequent, a close study 
of the habits of civilized man as contrasted ‘with 
primitive races and lower animals, where similar 
lesions are conspicuously rare, may be of value; and 
finally, that the prophylaxis of cancer depends, 
first, on a change in those cancer-producing habits, 
and second, on the early removal of all precancerous 
lesions and sources of chronic irritation.” 


Bloodgood, J. C.: Cancer of the Tongue, Based 
Upon the Study of Over One Hundred Cases. 

Tr. Am. Surg Ass., N. Y., 1914, April. 
By Surg., Gynec. & Obst. 
The author’s study has led to some very remark- 
able conclusions. It has demonstrated that the 
failure to cure when cancer of the tongue is fully 
developed is due chiefly to the neglect to remove 
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the muscles of the floor of the mouth below the 
cancer. 

The high mortality after operations for cancer of 
the tongue is due chiefly to the removal of the floor 
of the mouth without removing a section of the 
lower jaw. 

The investigation has also shown that if a lesion 
of the tongue is subjected to immediate operation 
within a few weeks after the onset of the lesion, the 
chances of a permanent cure are good. In this stage 
it will usually be sufficient to remove the local lesion 
with a good margin of healthy tissue, and this 
removal should be done with the electric cautery. 
The center of the lesion should be preserved for 
microscopic study. When this is done the chances 
are that the lesion will still be benign, but even 
though the lesion prove microscopically cancer, the 
probabilities of a cure are almost 100 per cent. 

In the past, surgeons have apparently removed 
too much of the tongue and have performed too 
extensive operations upon the glands of the neck. 
This is theoretically incorrect, because cancer oi 
the tongue infiltrates through the floor of the mouth 
into the glands of the neck. Should the glands be 
involved and the floor of the mouth not be removed, 
little if anything could be hoped for from such an 
operation. The glands of the neck not being in- 
volved does not preclude infiltration of the floor of 
the mouth. 

When the operation is performed in one stage it is 
impossible to remove the tongue, the floor of the 
mouth, and the glands, and then to close the open- 
ing in the mouth, unless a section of the lower jaw 
is also removed. If the former operation is done 
thoroughly the mortality is very high — almost 80 
per cent — from primary or secondary pneumonia, 
or a late infection from the oral fistula. 

The author was first impressed with these facts 
when it was found that the cases first cured were 
either cancer originating in the floor of the mouth, 
or cancer of the tongue invading the floor of the 
mouth, in which it was absolutely necessary to re- 
sect portions of the lower jaw in order to remove 
the disease. The extent of the disease, therefore, 
forced the surgeon to the more radical and mutilat- 
ing procedure, and allowed him to perform removal 
en bloc. During the same period, earlier and more 
favorable cases were subjected to less extensive 
operations. When the floor of the mouth was not 
removed there was always local recurrence, and 
when it was thoroughly removed the patients died 
from the operation. 

In a favorable and early cancer of the tongue in 
November, 1910, the author for the first time 
deliberately removed the right half of the tongue, 
the right floor of the mouth, and the right half of 
the lower jaw and the glands on the right side of the 
neck in one piece. The wound was closed by sutur- 
ing the mucous membrane of the right cheek to the 
remaining half of the tongue. The patient swallowed 
at once after the operation, and no recurrence 
followed. The microscopic study showed that the 
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floor of the mouth was infiltrated, but that the 
glands were not. 

As the removal of the lower jaw, especially in the 
region of the symphysis, is mutilating, the author 
has attempted to accomplish the same results in a 
different way. 

The glands of the neck are first removed and 
after the operation their connection with the floor 
of the mouth below the lesion is thoroughly burned 
with the cautery, and the wound closed. Then the 
lesion in the tongue or floor of the mouth is attacked 
with the electric cautery. The application of this 
is usually repeated two or more times, until every- 
thing is destroyed down to the area of the first 
cauterization from below. But the healed skin-flap 
of the first operation forms the floor of the mouth 
and prevents an oral fistula. 

The first operation after this method was per- 
formed in April, 1912—two years ago. The lesion was 
a cancer about the size of a silver dollar, occupying 
the floor of the mouth between the tongue and the 
symphysis of the jaw. Permanent cures have been 
accomplished in similar cases by an en bloc dissection 
of tongue, floor of the mouth, jaw and glands. The 
oldest case lived fifteen years, but this is a very 
mutilating operation, and a recent patient refused 
to submit toit. This led the author to attempt what 
he had had in mind for some years. At the present 
writing — two years after operation — there is no 
evidence of recurrence and no mutilation. 

Four cases have since received this treatment 
with, so far, apparent success. 

The majority of cases of cancer of the tongue 
seek surgical aid at an unnecessarily late period. 
In every case the patient is warned. There is al- 
ways something to be seen and felt in the tongue 
or floor of the mouth. If sucha lesion is investigated 
at once, a local operation with the electric cautery 
should be sufficient; in a little later stage, removal of 
the glands and repeated cauterizations in the 
mouth; in still later stages, resection of the jaw must 
be done. The author’s recent experience seems to 
show that this operation should be done in stages: 
First, thorough removal of the glands with cauteri- 
zation of the floor of the mouth from the neck 
wound; second, cauterization of the lesion within the 
mouth; third, removal of the lower jaw and cau- 
terized area. These points were discussed in detail 
with illustrative cases in the complete paper. 

When the cases observed up until 1908 — a period 
of 18 years —are compared with those observed 
during the past five years, the influence of education 
is well shown. The very early precancerous lesions 
have increased from 8 to 30 per cent; the late and 
inoperable cases have decreased from 18 to 10 per 
cent; and the cures have increased from 21 to 50 per 
cent. 

When the author considers his own personal cases 
operated on in the past five years — 14 cases in all — 
by these newer methods, he finds that there has 
been no post-operative mortality, and so far but one 
patient has died of recurrent carcinoma. In this 
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case the lesion of the tongue had previously been 
subjected to operation, the recurrent tumor was 
extensive, and the glands of the neck involved. In 
this group every type of operation according to the 
newer methods described is represented. At the 
present time there is evidence of recurrence in only 
one case, and here the lesion was most extensive 
and the operation most radical. 

The experience with these 14 cases proves the 
point as far as the immediate mortality is con- 
cerned, because considering all cases the post-opera- 
tive mortality has been about 22 per cent. Since 
recurrences as a rule take place within ene year of 
the operation, the results in these 14 cases also 
demonstrate that the improved methods promise a 
much larger per cent of permanent cures and cer- 
tainly a longer freedom from recurrence. 

It is, therefore, apparent that the technique of 
operations for cancer of the tongue has been con- 
quered. Now, if men can be educated to present 
themselves earlier for operation the disease will 
doubtless be conquered. 

Crile, G. W.: The Two-Stage Operation. 


Surg. Ass., N. Y., 1914, April. 
By Surg., Gynec. & Obst. 


Tr. Am. 


The safety of certain operations, especially those 
for cancer of the rectum, stomach, large intestine, 
uterus, larynx, and the tongue, is increased by per- 
forming the operation in two stages. The first 
stage prepares the way for the safer second stage 
especially in a weakened patient; and the danger of 
reimplantation of cancer-cells is lessened. The 
general advantages of the two-stage operation are 
greatly increased by the employment of nitrous 
oxide-oxygen anesthesia and the general technique 
of anoci-association. 

In cases of cancer of the rectum, a preliminary 
colostomy prepares the way for the major operation. 
In cancer of the stomach gastro-enterostomy is 
first performed, the balance of the operation being 
deferred until the intestinal balance is assured. 
In cases of uterine cancer the danger of a fatal re- 
implantation of cancer-cells is obviated by a pre- 
liminary destruction of the cancerous growth by 
cauterization. The manifold dangers attending 
laryngectomy are lessened or obviated even by a 
preliminary tracheotomy at which time the deep 
planes of the neck are packed with iodoform gauze. 
The resultant local reaction fixes the trachea, 
protects the mediastinum, and eliminates the danger 
of vagitis. The author discusses also the advantages 
of the two-stage operation for cancer of the tongue 
and for acute abdominal infections. In exophthal- 
mic goiter a three-stage operation may even be 
necessary to control the hyperthyroidism and restore 
the psychical as well as the physical balance of the 
patient. 
waln general it may be said that the two-stage opera- 
tion under anoci-association gives the surgeon his 
maximum opportunity for lessening the operative 
mortality rate in many of his greatest surgical 
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risks; thus the surgeon may triumph over surgical 
difficulties by strategically dividing his forces. In 
the author’s own personal experience the mortality 
rate of cancer cases has been diminished 50 per cent 
by the employment of the two-stage operation. 


Powers, C. A.: Systemic Blastomycosis. 
Surg. Ass., N. Y., 1914, April. 
By Surg., Gynec. & Obst. 


Tr. Am. 


Powers discussed the above subject, giving the 
history, pathological conditions, course, and_ or- 
dinary termination of the disease. He related two 
cases, both of which were fatal. The first of these 
had been studied bacteriologically over a period of 
nearly two years, the cultures of the micro-organisms 
being carried successively from one animal to 
another. According to the author, blastomycosis 
generally results in death when it becomes systemic. 
Prolonged and increasing doses of potassium iodide 
and of cupric sulphate may possibly be of value. 
The condition generally begins with cutaneous or 
subcutaneous lesions, and generalization may be 
prevented by very early and very wide excision of 
the affected tissues. Early diagnosis of the cutane- 
ous and subcutaneous condition is therefore of 
prime importance. 

Interesting facts derived from one of Powers’ 
cases regarding the botany of the organism have 
been presented by Whitman, Professor of Path- 
ology in the University of Colorado. 

The author strongly advises early, thorough, and 
wide excision of all blastomycetic lesions, when this 
be possible, with a view to preventing their general- 
ization. 


Brewer, G. E., and Cole, L. G.: Résumé of Réntgen- 
ological Diagnosis of Ulcer of the Stomach and 
Cap. Jr. Am. Surg. Ass., N. Y., 1914, April. 

By Surg., Gynec. & Obst. 

The object of this communication is to report a 
series of cases furnishing data which may help to 
solve the two following important questions: 

1. Is there reason to believe from our present, 
experience that the réntgen rays will eventually 
prove as valuable for the diagnosis of surgical 
lesions of the stomach and duodenum as for the 
diagnosis of fractures and urinary calculi? 

2. What method of réntgen examination gives 
the most accurate results? 

The most satisfactory diagnostical method up to 
the present time has been serial réntgenography; 
i.e., the study of 50 or 60 réntgenograms of the 
patient in various postures, taken in several series 
at intervals of two hours until the stomach is empty. 
These réntgenograms are studied individually and 
collectively, or reproduced cinematographically. 
Recently the authors perfected a true réntgeno- 
cinematographic machine, capable of making 50 
réntgenograms of a single cycle, or 200 réntgeno- 
grams of an individual peristaltic contraction from 
the fundus tothe pylorus. The following was gained 
by such examination or by serial réntgenography: 
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1. Size, position and shape or type of the stomach. 

2. Activity of the peristalsis, and width of the 
peristaltic contraction. 

3. Character of the systole and diastole. 

4. Depth of the ruge and the direction in which 
they run. 

5. Degree of dilatation, and the motor phenom- 
ena of the descending and horizontal duodenum. 

6. Pyloric sphincter — whether clear-cut and 
well defined on both surfaces and three-sixteenths 
of an inch wide, or irregular in contour and wider 
than normal. 

7. Cap —pilleus ventriculi— whether symmetri- 
cal, corresponding in size and contour with the pars 
pylorica, or invisible, deformed, or spasmodically 
contracted. 

The diagnosis of extensive gastric lesions is 
based on permanent filling defects in the walls of 
the stomach or cap, whereas the diagnosis of early 
lesions, particularly of small, indurated ulcers and 
adhesions, is based on the interruption of peristaltic 
contractions as they progress pylorusward. The 
interpretation of findings has been worked out by a 
study of about 20,000 réntgenograms of 680 cases. 
A report on 27 consecutive cases, examined réntgeno- 
graphically by Cole and operated on by Brewer, 
serves to show the accuracy of this diagnostic 
method. 

The clinical history, physical examination, and 
gastric analysis of these patients was unknown to 
the réntgenologist, who reported to the surgeon his 
exact findings and an opinion regarding the presence 
or absence of a gastric or duodenal lesion, its loca- 
tion, extent, and probable cause. In several cases a 
lesion in some other portion of the gastro-intestinal 
tract was diagnosticated. Later, each case was 
explored and the findings at operation recorded. 

In 21 cases an absolute réntgenological diagnosis 
was made and in 20 instances was confirmed in every 
respect by operation. 

A tentative diagnosis, on account of incomplete 
examination, was made in 6 cases. Surgical pro- 
cedure confirmed 4 of these and disproved the other 
two. One of the 2 réntgenological errors was due 
to the fact that a diagnosis of ulcer of the cap was 
based on too few réntgenograms to justify a dif- 
ferentiation between ulcer and spasmodic contrac- 
tion. The hyperemia and cedema, observed at 
operation, were undoubtedly the result of a spasm, 
but no ulcer was found. The other case had all of 
the characteristics previously described as indicating 
spasm, but as the area involved was accentuated by 
a circular constriction, the lesion was considered 
organic rather than spasmodic. A careful matching 
of the réntgenograms over each other would have 
prevented this mistake. 

The réntgenological diagnosis was confirmed by 
the surgical findings in 89 of the cases examined. 
In 40 per cent a negative diagnosis of gastric or 
duodenal ulcer or carcinoma was made by the 
réntgenologist, even though the symptoms were 
sufficiently severe to warrant surgical procedure; 
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and in not a single instance was either of these 
conditions found on operation. In one-half of 
these cases a lesion in some other part of the gastro- 
intestinal tract was diagnosed réntgenologically and 
proven by surgical procedure. 

If in a long run of cases such a high percentage of 
correct negative and positive diagnoses can be made 
réntgenologically as this series of 27 consecutive 
cases indicates, there is no doubt that the réntgeno- 
logical diagnosis of surgical lesions of the gastro- 
intestinal tract will prove as valuable as that of 
fractures and urinary calculi. The time seems near 
at hand when chronic surgical lesions of the stomach 
should not be operated upon without previous 
réntgenological examination, if it is possible or 
practicable to obtain one. 


Summers, J. E.: Suggestions Regarding the 
Anatomy of, and the Surgical Technique in 
the Treatment of Jonnesco’s Membrane. Tr. 
Am. Surg. Ass. N. ¥., 1914, April. 

By Surg., Gynec. & Obst. 

Summers first said that the Jonnesco-Jackson- 
Reid membranes should be considered as congenital; 
that they may always be demonstrated in every 
individual should the incision admit; that they are 
purposive and intended by nature as ligamentary 
supports preventive of intestinal stasis rather than 
causative, and that if this is so they should be 
divided only after they may have become restrictive 
of intestinal function from loss of nervous and mus- 
cular tone resulting from chronic intestinal toxemia; 
that the so-called ‘‘white line” is the line of fusion 
of the duodenal and colonic peritoneum with the 
parietal peritoneum, after their rotation has been 
completed, and can be made manifest by rotating 
the attached hollow viscus in a direction continuous 
with the course of the blood-vessels and fibers of the 
membrane —a direction opposite to the foetal 
rotation. This ‘white line” may be called the 
ligamentary attachment of the pericolic membrane 
to the parietal peritoneum. 

The viscera of men differ in as great a degree as 
do their faces —there are no two exactly alike. 
The author believes that the Jonnesco-Jackson mem- 
branes are the cause of intestinal stasis only when 
their support is defective, or, on the other hand, 
where it may be excessive and cause angulation. 
These membranes, although present in children, 
seldom produce symptoms in them because intestinal 
peristalsis is sufficiently powerful in childhood to 
overcome minor difficulties. He has never ob- 
served symptoms of these membranes in anyone 
under seventeen years of age, and most of the 
sufferers were over thirty years of age, and from 
there on to sixty. Intestinal stasis can be caused 
independently of any angulating bands or pioses, 
as it has been clinically proved to be caused by an 
incompetency of the ileocolic valve in a large num- 
ber of people — 250 out of 1500 examinations —and 
the condition remedied by an operation correcting 
this incompetency. The X-ray study of the al- 
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imentary tract is of invaluable service in locating 
the cause of obstruction in obstinate cases. Very 
many sufferers from intestinal stasis due to ptoses 
of the hollow viscera are best relieved by mechan- 
ical supports. 


Martin, E.: The Ileoczecal Valve as a Factor in 
Chronic Intestinal Stasis. 7r. Am. Surg. Ass., 
N. Y., 1914, April. By Surg., Gynec. & Obst. 

The presence of a distinct valve, indeed a double 
valve, at the ileocecal junction, is readily and clearly 
demonstrable. The two lips which project inte the 
cecum act mechanically though they are supplied 
with muscular fibers which prevent regurgitation. 
This serves the physiological function of delaying 
the intestinal contents in the lower ileum for a 
period, frequently of many hours. 

The reason for the persistent constipation ob- 
served in cases of chronic appendicitis is probably 
incident to a disturbance of the ileocecal sphincter, 
reflexly excited by the inflamed appendix. The 
cure of the constipation incident to the removal 
of these appendices is probably due to restoration 
of normal sphincteric action incident to the removal 
of the disturbing factor. The betterment in the 
general health following these operations is almost 
certainly due to the cure of the accompanying 
intestinal stasis which is ileal and not cecal. 

The failure to cure constipation by the removal 
of a chronically inflamed appendix and consequently 
the failure to better the general health or even the 
local pains which are typical of a sphincterismus 
rather than of an inflammation, is probably due to 
the circumstance that either the appendix is not 
the disturbing factor or that the sphincterismus has 
been so prolonged that either muscular hypertrophy 
or fibrosis has resulted and that return to its normal 
functioning is impossible. For such conditions a 
submucous section of the sphincter should be 
adequate. 

The propulsion of the cecal contents into the 
ascending colon and thence to the sigmoid is due to 
the stimulus of the forceful and copious injection 
of the lower ileal content into the cecum. Such 
an injection is only possible when the ileocecal 
sphincter is functioning properly. A gradual filling 
of the cecum fails to produce a propulsive impulse, 
resulting in a gradual dilatation with, at times, 
consequent cecal sagging. It would, therefore, seem 
rational to consider ileocecal spasm as one of the 
important factors in colonic stasis. The argument 
is further reinforced by the fact that after reim- 
plantation of either the transverse colon or the 
sigmoid, the cecum and the ascending colon may 
become enormously distended unless means be 
taken to prevent bacterial passage of the contents 
of the large bowel. 

By a submucous section, the ileocecal sphincter 
may be rendered partially or completely incom- 
petent, thus preventing back-pressure and stimulat- 
ing the cecum to contract by a rapid outpouring of 
the ileal contents into its lumen. It is probable 
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that a portion of the good results obtained by 
ileosigmoidostomy are incident to the fact that 
the ileocecal sphincter is ablated if cases of in- 
testinal stasis are subject to surgical treatment 
before the colon is so profoundly altered as to be 
obviously incapable of propulsive action upon its 
content and submucous section of the ileocecal 
sphincter or a plastic operation dividing all the 
coats of the bowel should serve as well if not better 
than ileosigmoidostomy and, in any event, is pre- 
ferable as a preliminary procedure since it is simple 
in technique and is as devoid of risk as is the interval 
appendix operation. 


Hamann, C. A.: Ligation of the Innominate 
Artery for Aneurism of the Subclavian, in a 
Patient 68 Years of Age. Jr. .tm. Sure. Ass.. 
N. Y., rora, April. By Surg., Gynec. & Obst. 

Hamann reports the ligation of the innominate 
artery for aneurism of the subclavian in a 68-year 
old patient in which part of the clavicle was resected, 
the innominate tied with a heavy silk ligature, and 
the right common carotid tied with chromicized 
catgut. There were no complications following the 
operation and there was complete recovery and 
cure of the aneurism. The patient was well when 
seen fourteen months after the operation. 


Murphy, F. T.: Choice of Anesthetic in Operating 
for Abscess of the Lung; Report of Two Cases 
Operated upon under Local Anesthesia. /7y. 
Am. Surg. Ass., N. Y., 1914, April. 

By Surg., Gynec. & Obst. 

The writer believes that surgeons too generally 
have failed, in considering the needs for the use of 
the negative and positive pressure methods of 
Sauerbruch and Brauer, or the intratracheal in- 
sufflation of Meltzer and Auer, to distinguish sharply 
between intrathoracic operations in which the free 
pleural cavity will or may be opened, and operations 
in which the pleural cavity will not be opened. 

The essential factors in operating for non-tuber- 
culous abscess of the lung are considered to be the 
correct diagnosis, interference before the patient is 
so toxic as to be beyond relief, drainage without 
infection of the free pleural cavity, and avoidance 
of any factors which may tend to cause extension 
of the infection to uninvolved portions of the lungs. 

The value of stereoscopical X-ray plates is 
emphasized as an aid in diagnosis and the results 
with and without operation are compared. The 
need of protecting the general pleural cavity from 
the abscess content is emphasized. 

The author believes that where adhesions do not 
exist, the abscess can be drained most advantageous- 
ly by a two-stage operation, and recommends that 
at the first stage the muscle flap be turned back 
and the ribs resected, the lung being sutured to the 
parietal pleura, or adhesions caused by placing 
gauze over this exposed area; and that at the second 
stage, drainage should be instituted through the firm 
adhesions. 
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Local anesthesia is recommended because it in 
no way interferes with the operation, and with it 
the dangers of the general anesthetic are avoided. 
If a general anesthetic is used, the intratracheal 
insufflation method with gas and oxygen is recom- 
mended. Of 2 cases in which the abscess was 
readily drained under local anesthesia, by the two- 
stage operation, one patient recovered; the other 
died. 


Lilienthal, H.: Pulmonary Abscess and Bronchi- 
ectasis: a Clinical Report. Tr. Am. Surg. Ass., 
N. Y., 1914, April. By Surg., Gynec. & Obst. 

Lilienthal’s paper presents his experience and the 
conclusions arrived at from the study of 12 cases 
with 14 operations on 11 of the patients. 

There were 5 cases of bronchiectasis with various 
drainage operations followed by 4 ‘‘improvements” 
and 1 death; 3 acute abscesses of the lung with 2 
cures; 1 extensive gangrene of the lung, died; 1 
fetid bronchitis taken for bronchiectasis, died. 

There is also the report of an unfinished case of 
bronchiectasis of the right lower lobe in a child 4 
years old, with resection of the entire lobe — con- 
valescence was well established at the date of the 
paper. The cause of the bronchiectasis was the 
aspiration of a piece of nut one year before, but in 
spite of the removal of the foreign body by bronchos- 
copy the suppuration continued. 

The author calls attention to various details in 
diagnosis and technique, speaking strongly in favor 
of the more frequent pre-operative employment of 
the bronchoscope. The conclusions based solely on 
the cases in the paper are as follows: 

1. The differential diagnosis of true lung abscess 
and suppurative bronchiectasis is important. 

2. Radiographical study of each case is essential. 

3. Bronchoscopical examination is a valuable 
procedure and should not be omitted. ; 

4. Drainage of a lung abscess by thoracotomy is 
likely to result in cure. 

5. Drainage of large infected bronchiectases 
may be followed by improvement, but complete 
recovery is unlikely. 

6. Extensive thoracoplasty should be reserved 
for those cases in which other operations have 
failed. 

7. Exploration of the pleural cavity and of the 
lungs by intercostal thoracotomy is feasible and rea- 
sonably safe. 

8. Extirpation of a bronchiectasis by removal of 
the affected portion of the lung may lead to com- 
plete recovery but the danger of the operation is 
great. 

g. Artificial pneumothorax and Tuffier’s extra- 
pleural tamponade should be reserved for cases of 
pure tuberculosis. 

10. Intratracheal insufflation is a simple, ac- 
curate, and safe method of securing differential 
pressure. 

11. Operations involving one lung can be per- 
formed with inhalation anesthesia. 
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Mayo, C. H., and Beckman, E. H.: Visceral 
Pleurectomy. Tr. Am. Surg. Ass. N. Y., 1914, 
April. By Surg., Gynec. & Obst. 

Up to the time of Fowler and DeLorme, various 
operations for the relief of chronic empyema with a 
large cavity had been tried in order to obliterate 
the cavity by collapsing the chest wall and without 
making any attempt to restore the function of the 
collapsed lung. The operations of Fowler and De 
Lorme have been accepted quite generally in Europe 
but have not received much attention from American 
surgeons. A systematic review of the literature 
discloses but 24 cases reported by American sur- 
geons in the last twenty years. 

It is believed that in a considerable percentage 
of cases of chronic empyema, the lung will expand 
to a greater or less extent if visceral pleurectomy, 
combined with gridironing of Ransohoff, is per- 
formed. In the experience of the authors, the oper- 
ation is not as severe or as dangerous as the Schede 
operation. Patients should be carefully prepared for 
operation by securing drainage at the most depend- 
ent part of the cavity, by reducing the infection to 
a minimum and the resistance of the patient to the 
maximum by vaccines. The operations for this con- 
dition cannot be made by rule, but must be selected 
individually for each case; they are often best done 
in stages, especially when the patient is in a debili- 
tated condition. It is advisable to try visceral pleu- 
rectomy first, as some lung expansion is nearly always 
obtained. If the cavity still persists, the operations 
of Estlander and Schede or one of the modifications 
of these operations can be done at a later time to 
obliterate the cavity remaining. Four cases of vis- 
ceral pleurectomy are reported, three of which healed 
primarily, and in the other, two-thirds of an entirely 
collapsed lung is functionating. 


MacKenzie, K. A. J.: Doubleand Anomalous Forms 
of Empyema; a Preliminary Report on a Pro- 
posed Method of Treating Empyema, with- 
out Resort to Pneumothorax. Tr. Am. Surg. 
Ass., N. Y., 1914, April. By Surg., Gynec. & Obst. 

The author reports in detail four of his own cases 
of double empyema which occurred during an 
epidemic of influenza in the Northwest in the year 

1899. In all the cases either bilateral simultaneous 

thoracotomy or bilateral thoracotomy with a few 

days’ interval between operations was done. Several 
interesting cases of anomalous forms of empyema 
are reported, including gunshot wounds, stab 
wounds, putrid empyemata following aspiration, 
and one case in which the paragonimus westermanii 
was the etiological factor. Thirty fully reported 
cases of double empyema are collected from the 
literature in all of which aspiration, incision and 
drainage, resection and drainage, or some combina- 
tion of the three procedures was performed simul- 
taneously or at intervals of 1 to a 150 days. 

In the 34 cases in which the ages varied between 

13 weeks and 4o years, aspiration was performed 

15 times on the right side and 12 times on the left. 
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Many cases were aspirated two or three times on 
the same side; however, in 16 out of the 27 it was 
necessary to make an incision or do a resection later. 
One case was cured by simple bilateral aspiration. 

Incision was performed 22 times on the right side 
and 23 times on the left; resection was performed 
g times on the right side and ro on the left; simul- 
taneous thoracotomy was performed five times with 
recovery in each case. Death resulted in three cases. 

Including the fully and partially reported, 140 
cases of double empyema are found in the literature, 
with a total mortality of 38, or 27.14 per cent. 

The conclusions are as follows: 

1. The inefficiency of aspiration alone con- 
sidered together with the danger of septicopyemia 
warrants a more thorough operation in all cases. 

2. Theshock of an acute traumatic pneumothorax 
and the present mortality in the treatment of 
empyema makes the development of a better proce- 
dure desirable. 

A preliminary report of a very ingenious sub- 
stitute for acute operative pneumothorax is sub- 
mitted. The plan is to replace the serous or purulent 
fluid of pleurisy or empyema by a non-toxic and 
non-absorbable fluid such as petrolatum or liquid 
paraffine. The paraffine is introduced at a higher 
level at the same time the effusion is withdrawn be- 
low. Large aspirating needles are used or by a 
special technique the rib is trephined and a hollow 
screw threaded inside and out is driven through 
the rib, thus allowing access to the pleura whenever 
required. After the hydrocarbon is introduced the 
channel is closed by a solid metal screw, and the 
skin is closed except for a small gap leading to the 
screws. Should the signs indicate a reaccumulation 
of fluid the process can be repeated without anes- 
thesia. At a later period 2 to 4 ounces of the 
petrolatum is withdrawn at two to three day inter- 
vals until the pleural cavity is free from fluid. 

The advantages are: 

1. The method offers the advantage of relieving 
empyema without the shock of a traumatic pneu- 
mothorax. 

2. The hydrocarbon will act as an inhibitor of 
bacterial growth. 

3. By holding the pleural surfaces apart until 
acute inflammation is allayed, dense and deforming 
adhesions will be prevented. 

4. The substitution of a non-absorbable and 
non-toxic fluid for the serofibrinous effusion of acute 
pleurisy may prevent progression. 

5. This procedure may be substituted for com- 
pression of the lungs by nitrogen gas in the treat- 
ment of tuberculosis. W. H. Norton. 


Huntington, T. W.: Uncomplicated Tuberculous 
Foci in Bones, and Their Treatment. Tr. Am. 
Surg. Ass., N. Y., 1914, April. 

By Surg., Gynec. & Obst. 

The term “uncomplicated foci’’ has reference to 
cases in which the focus exists (1) as an incipient 
lesion, but sufficiently advanced to cause symptoms 


(2) as a lesion which has resumed activity after a 
period of quiescence. In neither has it become the 
seat of a mixed infection, nor has it invaded the 
adjacent joint. 

Attention is called to the presence of living 
bacilla in an encapsulated area over a long period of 
time and the tendency to recrudescence is em- 
phasized. The malignancy of bone tuberculosis as 
described by Painter is considered. 

The reliability of orthopedic statistics is sharply 
questioned and the author suggests the propriety 
of the general surgeon assuming jurisdiction in a 
field uniformly conceded to the orthopedic special- 
ist. He believes that ‘“‘latency,’’ as applied to 
bone tuberculosis, is a word to juggle with, and is 
little short of a misnomer. He calls attention to the 
close analogy between tuberculous foci and a con- 
siderable pathological group, such as gall-bladder 
disease, chronic appendicitis, and renal lithiasis. 
Latency in this latter group he believes to be based 
upon error, and perniciously misleading. 

To leave an accessible tuberculous bone focus to 
smoulder until provoked to activity does violence 
to sound surgical principle. Such a course in the 
presence of ordinary osteomyelitis would be repre- 
hensible, and Huntington protests that thorough 
removal of the focus and surrounding tissue is as 
logical for tuberculous as for ordinary osteo- 
myelitis. Operative treatment during the early 
stage of this disease before invasion and destruction 
of surrounding tissue has been looked upon with 
disfavor by most authorities. Radical procedure 
has usually followed failures where conservatism 
has been the main reliance. 

Early diagnosis and accurate localization of the 
focus are essential before proceeding to radical 
measures. The latter may be difficult or impossible 
until X-ray demonstration has been made. Ob- 
jects to be attained by early direct interference are: 
(1) Permanent cure by elimination; (2) marked 
reduction of time of treatment; (3) prevention of 
complications, such as abscess, mixed infection, 
disintegration of bone and joint structures, and 
deformity; (4) avoidance of fatal systemic invasion. 

The author is able to report sixteen successive 
cases with favorable termination treated by this 
method, as follows: Upper end of femur, 3; lower 
end of femur, 5; upper end of tibia, 4; internal 
malleolus, 2; lower end of radius, 2. 

Wound infection was encountered and con- 
valescence delayed in three of the operations upon 
the condyles of the femur. These occurred during 
the writer’s early experiences, when the technique 
was imperfect. 


Lothrop, H. A.: Frontal Sinus Suppuration; the 
Establishment of Permanent Nasal Drainage; 
the Closure of External Fistulz; Epidermization 
of Sinus. Tr. Am. Surg. Ass., N. Y., 1914, April. 

By Surg., Gynec. & Obst. 


Chronic suppuration of the frontal sinus is com- 
mon. Many cases may be permanently cured by 
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intranasal treatment whereby the anterior and upper 
portion of the middle turbinate and some adjacent 
cells are removed. Many other cases, however, do 
not yield to such treatment and tend to be obstinate, 
notwithstanding the various methods of operation 
in present use, which are classified as (1) intranasal 
and (2) extranasal operations. 

Most clinicians and anatomists are agreed that the 
intranasal effort to enlarge the vicinity of the ostium 
of the sinus is attended with unnecessary risk. The 
external operations consist in removing the facial or 
orbital wall of the sinus, or both, while the more 
radical, such as the Killian operation, removes also 
a portion of the nasal process of the superior maxilla 
and lachrymal bone. These operations strive to 
obliterate the sinus and are attended with subse- 
quent disfigurement, varying according to the type 
of operation. 

The real issue in these cases is the establishment 
and maintenance of adequate drainage. ‘This is 
difficult because of the anatomical relations in the 
vicinity of the ostium. The author believes that 
the principle of the Killian operation is wrong, 
because the bony support afforded by the nasal 
process of the superior maxilla and lachrymal bone 
is removed and thereby the soft parts are drawn in 
subsequently, thus narrowing the region. In the 
smaller sinuses, easily obliterated, provided the 
patient does not object to the deformity, the result 
may be satisfactory. 

The steps in the operation practiced by the writer 
are as follows: A small bony opening is made in the 
facial wall just above the nasal process; a small probe 
is passed through the ostium into the nasal cavity 
and left there while, by means of small curettes at 
the start, and subsequently the use of burr-drills, the 
neighboring anterior ethmoidal cells and the nasal 
crest of the frontal bone are removed; then the 
thickened mass of bone which exists at the region of 
articulation between the frontal bone above and the 
nasal bone, and the nasal process of the superior 
maxilla are so thinned as to leave only a thin shell. 
This removal can be accomplished only by means of 
burr-drills introduced through the nose with the 
burr in sight through the opening in the facial wall. 
Furthermore, the writer believes that there is no 
objection and that it is advisable, even when only 
one sinus is involved, to break through the inter- 
frontal septum and remove in the same manner the 
corresponding portion of the floor of that sinus. 
The removal should include also a portion of the nasal 
septum for a distance below the interfrontal septum. 
By this procedure a surprisingly large opening is 
obtained and an instrument entering either nostril 
can be passed into either sinus and swept across 
from one side to the other. The external wound 
is closed. By this means chronic fistula may be 
cured at once and the most obstinate vield readily. 
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As after all operations upon the frontal sinus, a cer- 
tain amount of subsequent intranasal treatment is 
necessary in order to control the growth of granula- 
tion tissue. 

In cases where, as a result of previous operations, 
the bony structures above mentioned have been 
extensively removed followed by excessive granula- 
tion-tissue formation causing early obstruction, 
successful results have been obtained by epidermiz- 
ing the sinus after the principle carried out in the 
mastoid region. This is accomplished by turning 
a small flap from the upper eyelid so that its surface 
faces the sinus and the epithelium spreads circum- 
ferentially, just as with any skin graft, the outer 
wound being closed immediately by a simple plastic 
operation leaving a linear scar. 


Hartmann, H.: The Gastro-Intestinal Mouth in 
Cases of Permeable Pylorus. Tr. Am. Surg. Ass., 
N. Y., 1914, April. By Surg., Gynec. & Obst. 

It is generally accepted that in the presence of 
permeable pylorus, the gastrojejunal mouth is in- 
clined to obliterate anatomically in consequence of 
its physiological uselessness. These two affirma- 
tions seem to the author to be mistakes: 

1. A gastrojejunal stoma, well lined by mucous 
membrane, with no ulceration whatever, and with 
no scar tissue, remains permeable forever. The 
occlusion of gastro-intestinal stoma has been ob- 
served as well in cases of pyloric or subpyloric steno- 
sis (41 cases) as in cases of free pylorus (3 cases). 
The obliteration results from formation of scar 
tissue: (1) Original absence of union per primam and 
healing by granulation; (2) secondary development 
of an ulceration most frequently of peptic origin at 
the point of anastomosis. 

2. The function of the gastrojejunal stoma takes 
place even when the pylorus is permeable. Experi- 
ments on dogs have shown to us that if the stoma is 
situated on the cardiac part of the stomach, the 
chyme almost always passes through the pylorus; on 
the contrary, if the stoma has been made on the 
pyloric antrum, the gastric content almost always 
passes through the stoma. These differences are 
explained by the fact that the stomach has to be 
divided physiologically into two parts: a cardiac 
part, simple reservoir, where secretions act on the 
ingested aliments; a pyloric part, a motor thrusting 
the gastric contents into the intestines. Radiologi- 
cal examinations on the author’s patients confirm 
experiments on dogs. 

The author summarizes briefly as follows: (1) 
There is no more fear to be had of an anatomical 
obliteration of the gastrojejunal stoma in the case of 
a permeable pylorus than in any other case. (2) 
The gastrojejunal stomata, in the case of permeable 
pylorus, are physiologically useful when they are 
established on the pyloric antrum. 
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